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and middle coats of the artery, the internal coat 


WAR WOUNDS.* 
Major W. McApam Ecctss, M.S., F.R.C.S., 


Surgeon to St. Bartholomew’s Hospital, London, and the 


remaining undamaged. Obviously, the pressure of 
blood on the thin internal coat is enough to make it 
bulge, and for the time being a circumscribed trau- 


1st London General Hospital, R.A.M.C., T.F. 


matic aneurism exists, but the pressure becomes 
Lonpon, En-. 


greater, causing the thin sac wall to give way ere 
long. 

The third variety is that in which there has been 
a wound of the artery which has healed, but the 
scar is a weak spot. This may afterwards become 
distended by the intra-arterial pressure, and an 
aneurismal sac will be formed. 


The war is multiplying instances of lesions which, 
although observed in civilian practice, are not com- 
mon therein. Traumatic aneurism is an instance of 
this. 

By a traumatic aneurism is understood an ab- 
normal swelling associated with a bloodvessel, and 
caused by a trauma or wound of the vessel. There 
are several varieties of such swellings, and these 
may be conveniently classified thus: 

a. Traumatic arterial aneurism. 
i. Diffused. 
ii. Circumscribed. - 
b. Traumatic arterio-venous aneurism. 
i. Aneurismal varix. 
ii. Varicose aneurism. 
The characters of these varieties will be seen by /uid blood wm 
reference to the diagrams. 


Position where the 
artery may be 
pressed upon., 


Arte ry. : 
Tissues outside. 


the extravasated 
Wound in the 
arterial wall. blood, pressed 


|) aside by.the blood. 


centre of aneurysm 


The first (Fig. 1) is a diffused traumatic arterial 
aneurism, and shows all three coats of the artery 
damaged. Immediately blood pours out from the 
aperture and clots externally, though liquid blood 
still remains in the center. The surrounding tissues 
are pushed away from their proximity to the artery, 
consequently a cavity is formed without any real 
wall, hence there is no real sac, and the lesion is not 
a true aneurism, for an aneurism has a sac wall. 
Then there are three varieties of circumscribed 
traumatic arterial aneurism. In the first of these 
the blood is poured out in exactly the same way 
as above, but by clotting it has acted as a foreign 
body; and inflammation occurs around and produces 
condensation of the tissues, so as to form a 
pseudo-sac, so that for all practical purposes here is 
a sacculated aneurism, circumscribed by a false sac 
wall. 

The second variety (Fig. 2) is much less com- 
mon. Frankly, I am not sure that it really occurs, 
but as it is given a place in some text-books, I men- 
tion it. There has been a wound of the external 


*Delivered at St. Bartholomew’s Hospital, Nov. 17th, 1915. 


Blood clot forming 
the peripheral part of 
theaneurysm 


The next diagram (Figs. 3 and 4) shows the two 
varieties of arterio-venous aneurism, in which there 
is a wound of both the artery and the adjacent 
vein, and a communication between the two. The 
commonest form of an arterio-venous aneurism is 
an aneurismal varix. As a result of the communica- 
tion which has been established between the two, 
part of the arterial blood passes through this com- 
munication, and goes distalwards along the vein, 
thereby obstructing somewhat the return of the 
blood through the vein, and the vein becomes en- 
larged at the level of the junction of artery and 
vein. 

The other variety is that of a true aneurismal 
sac lying between the artery and vein. There has 
been a wound of the artery and the vein. The two 
vessels have not come into contact but blood passes 
from one to the other, and a pseudo-sac forms be- 
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tween the two. The blood pressure in the artery 
being the higher, the blood passes through the sac, 
and into the vein, and the vein tends to bulge op- 
posite the site where the sac communicates with the 
vein. The war has produced a larger number of 
these cases than we have had for a long time, and I 
think it will go on producing them. 

In the October, 1915, issue of the British Journal 


With regard to the arteries of the head and neck 
the cases were 7 in number. It might have been 
thought that arteries in this region would have been 
more commonly injured than those elsewhere. But 
it has to be remembered that if a man is shot in the 
neck and even has his common carotid artery 
wounded, he may not get very much external bleed- 
ing, but other important structures in the neck may 


3. 
Tissues Tri 
issues 
| M outside sac 
Sac Sac wall 
Wound if H/ wall formed formed of 
of Sac wal/ J of internal scar tissue 
ertery coat 
Fig. 2. 


of Surgery, are collected 50 cases of traumatic 
aneurism. I have analysed them in the table below. 


ANALYsis oF 50 Recorpep CAsEs oF TRAUMATIC ANEURISM 


Number: 50. 

Type: Arterial, 30. Arterio-venous, 20. 

Position: Head and Neck 7 


Arteries Involved: 
Head and Neck: 


Upper Limb: 


Point of 
communication. 


Figs. 3 and 4. 
Lower Limb: 
Superficial Femoral ................ 8 


Mortality—Deaths: 8%. . 
essels Involved: 
Superficial Femoral ................ 2= 4 


be damaged, such as the vagus, and death results. 
The lower limb is the site in which traumatic 
aneurisms mostly occur. The. superficial femoral 
was injured in 8, and the popliteai in 13; and it is 
a very interesting fact that the popliteal artery is 
also the commonest site in a limb for an aneurism 
in civil practice. I think this may be explained in 
two ways. First of all, wounds of the leg are 
common; at any rate, soldiers who receive wounds 
in the leg frequently survive. The second reason 
is, that the popliteal artery has very little tissue sur- 
rounding it except fatty tissue, which gives very 
little support. 

With regard to the mortality shown in our table, 
this is strikingly low, because it would have been 
expected, in these cases, to have a very much higher 
mortality than this series shows. There were 4 
deaths in the 50 cases, a percentage of only 8. None 
of the popliteal cases died. 

Now a word or two with regard to the local signs 
and symptoms of these traumatic aneurisms. The 
first is a swelling in the line of the vessel. It may 
be very slight, but it is usually quite evident. Sec- 
ondly, this swelling pulsates, and the pulsation has 
practically all the signs of that of an aneurism seen 
in civilian practice; i. e., it is expansile, it ceases 
when the main artery is compressed on the proximal 
side of the swelling, and it begins again with a series 
of pulsations corresponding to the pulsations or 
beats of the heart when the pressure is removed. 
There is also a bruit, and the bruits of these trau- 
matic aneurisms are usually much more marked 
than of the ordinary pathological aneurism. The 
bruit of an arterio-venous aneurism has its own 
distinctive character, namely, that of being a con- 
tinuous humming or buzzing bruit. It is very dis- 
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tinctive when once heard. Again, the thrill which 
is present in these traumatic cases is more harsh 
than in aneurisms met with in ordinary practice. 

Sometimes, when there is a good deal of clot, 
there are few, if any, local symptoms or signs, other 
than swelling. Pulsation may disappear, bruit may 
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Fig. 5. 


cease, and thrill may entirely go; so that swelling 
alone is left, and the aneurism is on its way to be- 
come cured. With regard to the distal signs and 
symptoms, there is practically always some edema 


? Track of 
Bullet. 


Bullet 


Fig. 6. 


of the distal part of the limb, which is due to the 
aneurismal swelling pressing upon the vein, and so 
preventing a proper return of blood; and, secondly, 
the vis a tergo, the force behind in the artery, is 
diminished in the periphery, with the result that the 


blood does not come back so easily in the veins, and 
so edema results. For the same reasons, congestion 
due to dilatation of the superficial vessels is pro- 
duced. 

Further, there is an alteration of the pulse. The 
pulse on the affected side is smaller, and very fre- 
quently it is delayed as compared with the sound 
side. And, lastly, there is very characteristic pain, 
pain due to pressure upon the main nerves at the 
site of the aneurism, but referred to the periphery. 
Before proceeding further, I want to give the his- 
tory, and some diagrams of two cases of injury of 
arteries, the second with a distinct aneurism, which 
have been treated at the 1st London General Hos- 
pital since the publication of the 50 cases in the 
British Journal of Surgery. 


Deep Epigastric 
Artery. 


Common Femoral Artery. 
Blood clot in Artery. 


Bullet. 


if Common femoral Vein 


Deep 
Femoral Artery: 


Superficial Femoral Artery. 


Fig. 7. 


The first is a case of wound of the right common 
femoral artery. Sapper G. W. was wounded on 
August 26, 1915, the bullet entering the thorax be- 
low the lower angle of the /eft scapula. There was 
immediate dyspnea, and later he had hemoptysis. 
From the latter he soon recovered. 

On September 30th, 24 ozs. of blood-stained 
pleural fluid were evacuated. He had pain on the 
left side of the chest running up to the axilla. He 
was admitted under our care at the Ist London 
General Hospital on October 16th, and on that date 
he had no physical signs on the left side of the 
chest. No exit wound could be discovered, and on 
4-ray examination a bullet was discovered in the 
right groin, with the point turned upwards; evi- 
dently it had turned during its passage through 
the tissues as the entrance wound was very small. 

It will be observed that the bullet traversed part 
of the thorax downwards across the abdomen and 
into the groin. At the operation 9 weeks after the 
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wound, the sharp point of the bullet was found to 
have penetrated the wall.of the common femoral 
artery, (see Figs. 5, 6 and 7), and was surrounded 
by blood clot. I ligatured the vessel on the proximal 
side, but on removing the bullet there was furious 
hemorrhage. This was due to the fact that in the 


Wound 
of en try 


Area of 
/oss of sensation 


pital on September 28, 1915. The right foot was 
at that date, cold, bluish, having no perception of 
touch, and no pulsation could be detected in the 
posterior tibial artery. There was no swelling to be 
either seen or felt in the right popliteal space; but 
by means of the stethoscope a loud bruit could be 


Scar of 
operation 

10/2 inches | 
in length 


Area of 
loss of 
sensation 


rgrene 
Gangren 


Gangrene 


Fig. 8. 


interval between receipt of the wound and the opera- 
tion there had been time for an efficient collateral 
circulation to be established and it was from the 
superficial and deep femoral arteries that the 
hemorrhage occurred. I had perforce to ligature 
both these branches of the common femoral before 
bleeding could be arrested. 

The case has made an uninterrupted recovery, 
the pulsation in the posterior tibial being now quite 
strong, and there has been no edema of the foot, 
or any suspicion of even superficial gangrene. There 
was no damage to any of the veins. 


Figs. 9 and 10. 


The next case is that of a sergeant, James F., 
age 25, who was wounded on September 24, 1915, 
by a bullet from a machine gun. It entered above 
the inner side of the right knee, and made its 
exit on the outer side of the right calf (see Fig. 8). 
He was admitted to the Liverpool Merchants’ Hos- 


heard which was conducted some way down the 
right leg. 

On October 3rd he complained of severe pain 
in the right calf, and there was some discoloration. 
There was no improvement in the condition of the 
right foot, and gangrene was threatening. On 
October 4th an incision was made over the back 
of the lower part of the thigh, and upper part of the 
leg, 10% inches in length. The contents of the 
aneurism were turned out, and the popliteal artery 
was tied on the proximal and distal sides cf the sac. 
The popliteal vein was also found to be damaged, 
and was therefore ligatured in two places. The leg 
was discoloured but that was chiefly due to ex- 


Fig. 11. 


travasated blood. The next note is dated October 
29th, and then there had been steady improvement 
since the operation, though a good deal of pain 
was still being felt in the foot, and the end of the 
right big toe was black. No definite line of de- 
marcation had, however, yet formed. There were 
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to be seen superficial gangrenous patches on the heel 
and the fifth toe, and some edema about the ankle. 
The range of movement of both right knee and 
ankle was somewhat restricted. He was admitted 
to the Ist London General Hospital on October 
30th, and on November 5th the patches of gangrene 
still remained, and though movement of knee and 
ankle was still restricted, the limitation was less 
than formerly. 


With regard to the treatment of traumatic 
aneurisms there are one or two important general 
points. First, do not deal with them by operation 
until such a procedure becomes absolutely neces- 
sary, for by waiting as long as possible there is a 
chance for a collateral circulation to be established, 
and there is less likelihood of the occurrence of 
gangrene. Another case of mine, recorded in the 
British Journal of Surgery, was that in which I had 


Fig. 12. 


to ligature the common femoral artery, becatise 
the man had a rapidly enlarging aneurism follow- 
ing trauma. The operation was performed within 
four days of his injury, and gangrene immediately 
supervened, and I had to amputate through the 
middle of his thigh in order to save his life. 

Secondly, always be prepared for violent hemor- 
rhage. It may not always be possible to apply a 
tourniquet on the proximal side of the aneurism. 
It is in these cases that a skilful assistant is of the 
highest value. 

Thirdly, make a good incision so as to have 
abundance of room within which to work. 

There are at least three possible methods of deal- 
ing with traumatic arterial aneurisms. I. Ligation 
of vessels. II. Operation on the sac. III. Ampu- 
tation. 

I.—Ligation of vessels. 

To ligature the main artery on the proximal side 
of a traumatic aneurism is almost certain to be 
followed by gangrene in the periphery unless there 
has been time for a sufficient collateral circulation 
to become established. To ligature the main artery 
alone on the proximal side, even when no gan- 
grene follows is a somewhat risky procedure, and 
never a certain cure. It is risky because it may not 


control the bleeding, it is uncertain because the 
aneurism may advance even in spite of the ligation. 
The application, of ligatures on the artery or ar- 
teries, on the proximal and distal sides of the aneu- 
rism is quite the best method of treating these 
cases (Figs. 9 and 10). It is fairly easy, it should 
effectually stop hemorrhage, and is not more likely 
to be followed by gangrene. 

II.—Operation on the sac. 

A tourniquet having been applied on the proximal 
side, the aneurismal sac is exposed by a good 
length incision, and an opening made into it. The 
clot is turned out, and the mouth of the vessel enter- 
ing and leaving it found. A probe may now be 
passed into each vessel, the vessels exposed ex- 
ternally above and below and a ligature applied to 
each (Fig. 12). The sac itself may be excised in 
many cases. This is an ideal method of treatment 
but not altogether an easy one, and causes a good 
deal of disturbance, particularly if the wound is 
septic. 

III. Not only is amputation required if gangrene 
has supervened but it may be the safest as a primary 
treatment where there is a diffused traumatic ar- 
terial aneurism. 

An arterio-venous aneurism, whether of the type 
of aneurismal varix, or varicose aneurism is best 
treated by a ligature of both vessels on both sides of 
the communication between the artery and vein, 
and if possible an excision of the portion inter- 
vening, and of the sac if there be one. 

The mortality after these operations is not so 
great as would be supposed. In the table it will 
be seen there were only 4 deaths, making a mor- 
tality of only 8%. The vessels involved in the fatal 
cases were the common carotid once, the subclavian 
once, and the superficial femoral twice. 


GOITER. 

According to symptoms, goiter cases easily fall 
into three groups: In the first group we have the 
symptoms of toxemia and underoxidation. This 
group is composed of the early cases before the aug- 
mentor and inhibition apparatus have lost their 
balance and damaged the circulation. However, a 
low grade of endocarditis is always present. In the 
second group are those cases usually called exoph- 
thalmic. In these cases we have tremor, weakness, 
exophthalmos, thyrotoxis, tachycardia and hyper- 
tension. In the third group, no tachycardia, no in- 


crease in the blood pressure, but we have the same 
toxic symptoms of depression, tremor, cold skin, 
sweating, etc., and usually pronounced mental and 
emotional symptoms, with a slow pulse and dull 
eye——Epwin B. Stoan in The Chicago Medical 
Recorder. 
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THE SURGICAL TREATMENT OF GOITER. 
Joun M. Witson, M.D. 
Mosite, Axa, 


Notwithstanding the fact that a great many of 
our authorities on medicine and surgery believe 
that the treatment of goiter is in a majority of 
cases medical, this has not been my experience. 
It may be that the majority of cases coming under 
my care have all been well advanced and therefore 
past the borderline of medical treatment. Opera- 
tions on the thyroid gland are performed for the 
removal of one or both lobes or a part of one or 
both lobes. Sometimes the operation of ligating 
the vessels is performed without removing any 
gland tissue. 

It is important that the operator should be fa- 
miliar with the anatomy of the thyroid as well as 
its relation to neighboring structures. The gland, 
which consists of an isthmus and two lateral lobes 
lies in front of the trachea, the isthmus crossing 
the second, third and fourth tracheal rings while 
the lobes dip down to about the level of the sixth 
ring. The gland receives its blood supply from 
the superior and inferior thyroid arteries, and the 
thyroidea ima. The superior thyroid branches off 
from the external carotid just above the bifiurca- 
tion and enters the gland from above. The inferior 
thyroid artery does not enter the gland from below 
as one would suppose, but to the side posteriorly. 
It is a branch of the thyroid axis. The gland gets 
some of its blood supply from beneath through the 
thyroidea ima artery which usually springs from 
the innominate. The gland has a thin capsule of its 
own, as well as a capsule of fascia which is the 
pretracheal fascia. This fascia dips down from the 
gland to the trachea and also helps to form a sheath 
to the vessels entering the gland. In our approach 
to the gland we find it covered by the omo-hyoid, 
sterno-hyoid and sterno-thyroid muscles. These 
muscles usually have to be cut. As a rule the 
sterno-mastoid muscles which lie to the side of the 
gland can be pushed away without cutting. In those 
cases of large goiter where it dips down behind 
the sternum we have to look out for the left in- 
nominate vein. 

There are three sets of veins, the superior, middle 
and inferior thyroid, and sometimes an accessory 
which when present is between the middle and in- 
ferior. The veins usually run beneath the capsule 
and ramify to form a plexus. These veins in some 
cases of goiter become very much enlarged, and 
usually communicate freely across the upper and 
lower portions of the isthmus. In goiter operations 


we must not forget the parathyroid bodies which, 
usually four in number, lie in the loose connective 
tissue forming the outer capsule of the gland. The 
superior parathyroids usually lie at the posterior 
edge of the thyroid gland about the junction of the 
middle and upper third. Inferior parathyroids 
usually lie behind the gland near its lower pole. 
They are small brownish bodies, possessing a cap- 
sule of their own and having their own blood sup- 
ply through the parathyroid artery, a branch of the 
inferior thyroid. Another important structure is 
the recurrent laryngeal nerve which lies behind the 
capsule of the gland to the side of the trachea close 
to the inferior. thyroid artery. 

We have various forms of goiter to deal with. 
We find the different kinds of adenoma, cystic and 
circumscribed goiter, as well as diffuse hyper- 
throphy. There may be sarcoma or carcinoma of 
the thyroid gland. One might occasionally en- 
counter a fibrous goiter, but this seems to be rare. 
The disease known as hyperthyroidism, or Graves’ 
disease, is the form of thyroid abnormality that 
seems to be most disastrous in its results. This 
is not a new disease, yet it seems to have been 
neglected surgically until recent years. Parry as 
far back as 1786 described this disease. Adelmann 
called attention to the goiter heart in 1828, and in 
1835 Graves described the disease clearly. Moebius 
pointed out in 1846 that exophthalmic goiter was 
caused by the poisoning of the body through a dis- 
eased activity of the thyroid gland, and not, as it 
was formerly supposed, due to a lesion of the 
central nervous system, nor to a pathological con- 
dition of the sympathetic system, and also showed 
that it was not a form of hysteria. In this condition 
there is too much thyroid secretion thrown out into 
the circulation. 

In 1882 Kocher described myxoedema, or 
cachexia strumipriva. This condition is brought 
about by a disease of the gland in which too little 
secretion is given out into the circulation. This 
condition will result if the entire thyroid is removed, 
hence we always leave a lobe or a part of a lobe 
behind. If the parathyroid glands are removed a 
fatal condition known as tetany will result. Very 
rarely a hyperthyroidism and hypothyroidism will 
exist at the same time. This, of course, is a hard 
condition to treat, but the portion of gland that is 
hyperactive should be removed, or a part of it, and 
then the myxoedema is to be treated by administer- 
ing thyroid extract by mouth. 

The indications for operation in all forms of 
goiter other than exophthalmic are, first, pressure 
symptoms; second, when the growth becomes large 
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enough to be troublesome or to cause deformity. 
It is also well to bear in mind that the growth may 
become malignant if not removed. Exophthalmic 
goiter, readily diagnosed when the symptoms are 
marked, is very frequently overlooked in its incip- 
iency. It is very important that the diagnosis be 
made early, because serious damage once done by 
continual pouring excessive thyroid secretion into 
the circulation cannot be overcome. Tachycardia 
seems to be the first early symptom. There is usu- 
ally enlargement of the thyroid gland, but this may 
not be the case, as some of the worst cases of 
hyperthyroidism that I have ever seen were those 
in which the gland was scarcely perceptible. 
Exophthalmos may not come on until the disease 
is well advanced. It may vary from a slight pro- 
trusion to complete dislocation of the eyeballs from 
their sockets. In all cases of tachycardia in which 
there can be found no other cause hyperthyroidism 
should always be suspected. These patients are 
usually very nervous and irritable and become fa- 
tigued very easily. Muscular tremor and weakness 
are usually present. These patients very frequently 
have spells of sweating and intermittent diarrhea 
without apparent cause. Disturbances of digestion 
may be present. Sometimes in these cases there 
can be found discoloration of the skin in different 
places. They complain of headaches frequently. 
Emaciation and anemia come on in the later stages 
of the disease. Great relief is afforded by opera- 
tion in properly selected and prepared cases of 
Graves’ disease. When the disease has been going 
on for a long time and there have been marked 
degenerative changes in the heart muscle and other 
muscles of the body operative measures are not 
only risky but useless. On the other hand when 
these cases are treated surgically in their early stage 
the results are good. The disease seems to occur 
by far more often in women than in men. 


The technic of the operation may be briefly 
described as follows: A specially prepared cushion 
is used to place under the patient’s neck so as to 
push the front of the neck forward and thus render 


the field of operation more accessible. The collar 
or inverted horseshoe incision of Kocher is the one 
that gives the best results. The incision is begun at 
a point a little above the level of the most prominent 
portion of the larynx at the outer border of the 
sterno-mastoid muscle and extends downward to 
about half an inch to one inch above the sternum to 
ascend to a similar point on the opposite side. The 
skin is dissected back and all bleeding vessels 
clamped. Plenty of hemostats should be on hand. 
The large veins that will come into view should be 


clamped and cut between forceps, and the fascia 
cut across from one side to the other and dissected 
back. This brings us down to the muscles. As a 
rule the sterno-mastoid muscles can be pushed 
aside, but in some cases their division is necessary. 
The omo-hyoid, sterno-thyroid and sterno-hyoid 
muscles are cut between forceps near their upper 
portion. It is important that they be cut high so 
as to avoid injurying their nerve supply. The thy- 
roid gland will now be seen. 


Using the fingers as retractors, the muscles and 
tissues are forcibly retracted, giving the gland free 
exposure. The thin capsule of the gland is now 
incised and with a scalpel handle or some other 
blunt instrument, is separated back from the gland. 
It is important to stay within this capsule and thus 
avoid injury to the recurrent laryngeal nerve and 
the parathyroid bodies. The superior thyroid 
artery is now ligated well away from the gland so 
as to include its posterior branch. The gland may 
now be grasped with a goiter forcep and lifted up 
and inward in order that the inferior thyroid artery 
may be ligated. The thyroidea ima artery is now 
ligated. With a piece of soft gauze the capsule 
together and any loose connective tissue that might 
contain the parathyroid bodies, are pushed back 
and the lobe gently freed from its bed. The isth- 
mus is now crushed and the lobe removed. The 
same is carried out on the opposite side when it is 
necessary to remove a part or all of the remaining 
lobe. All bleeding is controlled, and the muscles 
and fascia are carefully united with fine catgut. 


In some cases of hyperthyroidism it is well to 
sponge the thyroid bed with Harrington’s solution 
to prevent too rapid absorption of thyroid secre- 
tion that might have been squeezed out while re- 
moving the gland. In all cases of hyperthyroidism 
a drain is left in for two or three days to prevent 
acute hyperthyroidism. The drain is brought out 
through a stab wound below the line of incision. 
The skin is united with horsehair, and a gauze 
dressing applied. Ether seems to be the anesthetic 
of choice, unless there is some contraindication in 
which case novacain locally may be used. These 
patients are usually highly nervous and a general 
anesthetic skillfully given is to be preferred. After 
the patient is anesthetized the reversed Trendelen- 
berg position is used to lessen the amount of 
anesthetic and to decrease hemorrhage. A hypo- 
dermatic injection of morphine gr. % and atropine 
1/150 gr., is given one-half hour before operation. 
This is important, as it lessens nervous excitement 
and thus enables the patient to withstand the opera- 
tion with a greater degree of safety. The follow- 
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ing case reports will show the results the writer has 
obtained in some of his cases upon whom operation 
was performed. 


Case I.—Mrs. V. B. E., white, age 21. Married 
and has two children. Symptoms began during 
first pregnancy. There was hyperthrophy of the 
gland and all other symptoms of hyperthyroidism 
except exophthalmos, the pulse rate averaging 
about 120. Under ether anesthesia the right lobe 
of the thyroid was removed, and the: blood supply 
ligated on the left side. This patient made a good 
recovery, with the exception of mild symptoms of 
tetany, coming on shortly after the operation. 
These symptoms disappeared in about a week and 
the patient is now in good health, having a pulse 
rate of 80. 


Case II.—Miss J., white, age 19. Was in good 


health previous to the appearance of goiter about 
two years ago. There was marked enlargement of 
the gland, especially the right lobe, together with 
all the symptoms of hyperthyroidism. This patient 
would be confined to the bed at times with acute 
thyroid poisoning. Family history negative. Un- 
der ether anesthesia the entire right lobe was re- 
moved and the blood supply of the left lobe ligated. 
This patient made a rapid recovery and her health 
is much improved. 

Case III.—Miss G., white, age 18, trained nurse. 
Other members of her family have suffered with 
goiter, the writer having operated on her sister one 
year before. Previous history shows her health 
to have been good until the development of hyper- 
thyroidism at least one year prior to operation. This 
patient had all symptoms of hyperthyroidism ex- 
cept exophthalmos, her pulse rate averaging 120. 
She very frequently had spells of hoarseness, due 
to pressure. Under ether anesthesia the entire 
right lobe was removed and the blood supply ligated 
on the left side. This patient is now enjoying good 
health. 

Case IV.—Referred by Dr. Newburn of Pritch- 
ard. Miss E., white, age 13. This was a case of 
cystic goiter. Under ether anesthesia the cysts on 
both sides were enucleated. This patient made a 
good recovery. 

Case V.—Miss H., white, age 35. Had suffered 
from exophthalmic goiter for about four years. 
Had all the symptoms. The goiter was quite large. 
Under ether anesthesia the right lobe and part of 
the left lobe was removed. This patient comes 
from a goiter family. She made a good recovery. 

Case VI.—Mrs. B., white, age 50. Had large 
cystic goiter. Under ether anesthesia the growth 
was removed. The chief symptoms in this case 
were deformity and pressure. The patient is now 
in good health. 

Case VII.—Referred by Dr. Hail of Robertsdale, 
Ala. Miss G., white, age 14. This was the worst 
case of exophthalmic goiter that has ever come 
under my care. This patient comes from a goiter 
family. Has two aunts and two cousins who are 
suffering with goiter. This patient suffered a bad 
spell of typhoid fever one year previous to the ap- 
pearance of goiter. The eyes of this patient had 


almost protruded from their sockets. She had a 
pulse rate of 160, together with all other symptoms 
of Graves’ disease. This patient was admitted to 
the Mobile Infirmary August 15th, 1915. She was 
put to bed and treated medically for four weeks 
before operation. The remarkable thing in this case 
was the appearance of the gland. It was scarcely 
larger than normal. Under ether anesthesia one 
lobe and a part of the other lobe was removed. 
Convalescence was very slow, but the patient has 
gained about twenty pounds and is now enjoying 
good health. 

Case VIII.—Miss D., white, age 19. Had all 
the symptoms of Graves’ disease, the pulse rate be- 
ing 120. This patient ran temperature from 100 
to 10014. The exophthalmos was marked, and suf- 
fered a great deal with spells of sweating and in- 
termittent diarrhea. Under ether anesthesia one 
lobe was removed and the other resected. The 
pulse rate in this case has come down to normal 
and the patient is now enjoying good health. 

Case IX.—Mrs. M., white, age 44. Married, 
and has one child. A very marked case of Graves’ 
disease. Tachycardia very pronounced and the 
patient very nervous. The gland was very large. 
Her grandmother and aunt both suffered with 
goiter. This patient had to be treated medically for 
a week prior to operation. Under ether anesthesia 
the goiter was removed and the patient allowed to 
get up on the seventh day. This patient is now 
enjoying good health. 

CasE X.—Mrs. T., white, age 28, married, and 
has two children. Exophthalmic goiter developed 
during first pregnancy. Family history negative. 
This patient suffered a great deal with digestive 
symptoms and headaches, together with palpitation 
and extreme nervousness. She had a pulse rate of 
120. Exophthalmos was marked. Under ether 
anesthesia the goiter was removed and the patient 
made a good recovery. She is now well. 

Case XI.—Mrs. B., white, age 32. Is married 
and has one child. Gives history of goiter and 
tuberculosis being in family. Had suffered with 
goiter about three years before coming under my 
care. Had all the symptoms of exophthalmic goiter. 
Under ether anesthesia the goiter was removed and 
the patient’s health has been much better. 

CasE XII.—Negro woman, age 35, referred by 
Dr. Hail of Toulminville, Ala. This was a case 
of large cystic goiter. Under ether anesthesia cyst 
was enucleated from the gland. The patient made 
a good recovery. 

Case XIII.—Miss G., white, age 17. Comes from 
a goiter family. Thyroid very much enlarged, to- 
gether with all other symptoms of Graves’ disease. 
Under ether anesthesia the goiter was removed. 
The patient is now in good health. 

CasE XIV.—Mrs. L., white, age 30, married, 
and has two children. Family history negative. 
This case presented a typical goiter heart. She 
gave a history of having suffered with heart trouble 
for a long time. All the symptoms of Graves 
disease were present except exophthalmos. She 
had a pulse rate of 130. Under ether anesthesia 
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the goiter was removed and after a slow convales- 
cence the patient was restored to perfect health. 

CasE XV.—Miss P., white, age 22, of Guate- 
mala, Central America. This case came to me from 
Guatemala suffering with exophthalmic goiter. 
The gland was very much enlarged, tachycardia 
pronounced, and the eyes greatly protruded. In- 
termittent diarrhea was an annoying symptom in 
this case. Pulse rate 140. She was treated a few 
days medically and then under ether anesthesia the 
goiter was removed. After a slow convalescence 
her health became much better, her pulse rate now 
being normal. 


THE DETERMINATION OF PROGNOSIS 
DURING THE TREATMENT OF MUSCLE 
PARALYSIS DUE TO NERVE INJURY 


Heinricu F. Wotr, M. D., 


Chief of Department of Physical Therapy, Mt. Sinai 
Hospital. 


New York 


There is hardly anything more trying in the realm 
of practical medicine than the treatment of paralysis 
due to nerve injury. When treating a paralytic 
muscle, the patient himself asks daily whether he 
will ever be able to move his limb. Weeks and 
weeks, months and months pass by, and yet the 
much-desired end, namely active motion, is unat- 
tained. For any conscientious physician it is al- 
ways uncomfortable to treat such patients for many 
months without knowing what the result may be. 
The difference between a modern physician and a 
medicine-man does not lie in the confidence which 
the modern physician has in his methods, the value 
of his art (I am sure that the medicine-man be- 
lieves more in himself than does the scientific phy- 
sician in himself) but the ability which the modern 
scientist has to foretell the future. 

In the last few years I have had occasion to see 
quite a number of these nerve injuries, and while 
treating them personally for many months at a time, 
I have been able to make such observations as have 
guided me, and enabled me to make a favorable 
prognosis 6 to 8 months before the active motion 
was restored, or on the other hand, an unfavorable 
prognosis in other cases where subsequent events 
also justified it. 

The signs for an unfavorable prognosis are 
fairly well known, but I have not found any note 
that deals with the changes in reaction when a se- 
vere case of nerve injury is on the road to recovery. 


So far, only reaction of degeneration has been 
considered a measure of the severity of the case. 
Total reaction of degeneration involves: 


1. Disappearance of active motion. 


2. Disappearance of the response to faradic 
current. 

3. The anode closing contraction. (The anode 
stronger than the kathode closing contraction, 
ACC>KCC) 

4. The response to the galvanic current is not 
prompt; not as quick as lightning, but a slow and 
wormlike contraction. 

These symptoms appear about two weeks after 
an injury or a disease of the nerve; the prognosis 
is, to say the least, doubtful, the case is severe. 

Anything short of these four symptoms is called 
an impartial reaction of degeneration, and upon elec- 
trical examination the closer the approach to these 
four findings, the more hopeless the case——Thus, 
first, in the mildest form of such paralysis active 
motion is lost, while the electrical reactions, faradic 
as well as galvanic, are normal; secondly, in less 
mild a form, the faradic current does not cause a 
reaction but KCC > ACC; thirdly, in cases of 
total reaction of degeneration there is not only no 
faradic reaction but also ACC > KCC; finally 
KCC none, ACC +. 

In text-books we are taught the value of electric 
reaction as a measure of the severity of cases of 
paralysis due to nerve injury, but neither text-books 
nor articles on this subject state that the electrical 
reactions in and of themselves do not give us any 
information as regards the ultimate outcome. 

As a matter of fact, if we find the total reaction 
of degeneration, this does not mean that the case 
is hopeless, and on the other hand a partial reac- 
tion does not necessarily signify that recovery is 
certain. Such information can be obtained only 
by observing the changes in the reaction; for in- 
stance, it is a very bad sign when a partial reaction 
becomes a total one, and vice versa. 

By way of illustration I shall describe some of 
my own experiences in observing changes: 

In a case of osteomyelitis of the right upper arm 
a resection of the musculo-spiral nerve (scar) was 
necessary. An autoplasty was done and the patient 
was sent to me about four weeks after the operation. 
There was total reaction of degeneration (drop 
wrist, no faradic reaction, ACC stronger than KCC, 
contractions wormlike) and typical anesthesia in the 
dorsal region between the thumb and index finger. 
The patient was immediately given daily electrical 
treatment and massage, and especial care was taken 
that only those muscles were treated that were 
paralyzed, and that no contraction of the flexors 
was elicited. The hand was immobilized in exten- 
sion over night to prevent overextension. For 
about three months the muscles, though not used or# 
supplied with nerve impulses, did not atrophy. This: 
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was the fir t favorable sign, since electrical stim- 
ulation can: ot fully replace nerve supply and ulti- 
mately will not prevent total degeneration. The 
fact that electrical stimulation can replace the regu- 
lar nerve sapply to some extent, makes me doubt 
that the degeneration of muscle fibers that are de- 
prived of their innervation is due to any special 
trophic disturbance. 

If during treatment one notices that the reaction 
of the muscle becomes weaker and its bulk smaller 
one stands face to face with total loss of that 
muscle. In this connection I wish to utter a word 
of warning: It sometimes happens that in the 
course of an operation, especially on the forearm 
or leg, a nerve fiber is cut which supplies a certain 
muscle or part of this muscle; degeneration of the 
affected part with all its consequences results. In 
such cases I have noticed that physicians are not 
unlikely to make a great mistake; because, whereas 
in the beginning of cases with marked degenera- 
tion, one can easily see where the trouble lies, by 
the wormlike contraction, later when the muscle 
gets weaker and does not react sufficiently strongly, 
an inexperienced observer is prone to take the nor- 
mal reaction of the normal muscle for the reaction 
of the degenerated and make a mistaken good 
prognosis. 

It is hardly necessary to say that the faradic cur- 
rent should not even be tried by the inexperienced, 
as it is very misleading in their hands. At various 
times, I have seen examinations with faradic cur- 
rent, when the muscles were pronounced normal, 
because the action of neighboring muscles were 
taken for those of the affected. 


As long as the atrophy of the paralyzed muscle 


does not progress, and especially as long as the 
reaction grows stronger, we may be hopeful. The 
second favorable sign is the increase in the rate 
of the wave of contraction even though it be still 
slow and wormlike. I am quite convinced that the 
exact measurement of the rate of the contraction 
wave would be of material assistance in prognosis, 
and I regret that I have had no opportunity to make 
such measurements. 

On one occasion, I found that upon treating a 
patient in the usual way, as I thought, I could un- 
expectedly elicit no contraction with the current 
which was theretofore always effective. Upon in- 
vestigation I found that I had used the anode in- 
stead of the kathode. Following up the experience, 
I discovered that while in the beginning of the 
treatment ACC was much stronger than KCC, I 
could now hardly elicit a contraction with the anode 
at all. Such a change toward the normal is of the 
greatest importance. 


In the course of the treatment of a woman, suf- 
fering from a peculiar affection that had caused 
paralysis of various muscles in both legs, I had the 
following gratifying experience. The right extrem- 
ity had improved so much that the motion of the 
whole foot and of the toes had returned. The elec- 
trical examination of both limbs showed that, in the 
right les KCC >ACC, whereas in the left KCC< 
ACC. Thereupon the patient had to leave town and 
1 received regular reports of the results of the con- 
tinued treatment. The reports reiterate that the 
left foot showed no signs of improvement after two 
months. I asked the nurse, who was unaware of 
the object of my inquiry, what were the electrical 
reactions. ° When she reported that in the case of 
both legs KCC > ACC I made a good prognosis 
and four weeks later received a letter announcing 
that the toes of the left foot were moving. 

Once this stage is reached one can safely make a 
very favorable prognosis, but it may take two or 
three months before active motion begins. It is of 
great importance to use a certain ingenuity to elicit 
active movements: one must, of course, make 
motion as easy as possible. For instance the case 
of drop-wrist, when with palm turned downward, 
the extensors are too weak to lift the hand, they 
may yet be strong enough to do so with the palm 
turned up, for then the weight of the hand favors 
the extension. Later on the forearm may be raised 
more and more until it reaches a vertical position; 
in such a position the muscles are neither hindered 
nor helped by the weight. 

Active motion comes before the muscles respond 
to the faradic current, and as it evidently takes a 
very long time for that response, it should not cause 
despair if the faradic current fails to call forth a 
reaction. 

Such is the course of events which I have ob- 
served repeatedly and without fail; and I trust 
that a description of these events may relieve the 
anxiety of some of my colleagues, whose painful 
duty it is to attend to these, by no means rare, cases. 

161 West 86TH STREET. 


PYELOGRAPHY. 

In intermittent hydronephrosis due to the tem- 
porary kinking of the ureter of a floating kidney 
(showing clinically the symptoms of a Ditel’s crisis), 
the filling of the renal pelvis and ureter with col- 
largol is an excellent method of reproducing the 
colicky pain experienced by the patient during the 
attacks, and also of demonstrating the degree of 


dilatation of the renal pelvis—Dantet N. EIsEN- 
DRATH in The Journal of the Michigan State 


Medical Society. 


le 


I 


Vor. XXX, No. 2. 


BLAHD—BoNE 


AMERICAN 
JouRNAL OF SURGERY. 


43 


MOSETIG-MOORHOF’S BONE PLUG FOR 
REPLACING BONE TISSUE. 


M. E. Brann, M. D., F. A. C. S., 
CLEVELAND, OHIO. 


The closing of bone defects, after such destruc- 
tive diseases as osteomyelitis and bone tuberculosis, 
has for many years been a source of much thought 
and worry to the surgeon. 

Such cavities have been filled with pieces of 
sponge, with the expectation that the sponge would 
serve as the basis of growth for the granulation 
tissue, which should fill the defect and organize 
about the foreign body. This method has properly 
been abandoned. Another procedure has been to 
sterilize as far as possible such a cavity, then fill 
it. with blood clot, suture the skin and trust to the 
organization of the clot. This also has failed to ac- 
complish the purpose in the majority of cases. At- 
tempts have been made to line the walls of the 
cavity with skin, but this has only met with medi- 
ocre success. Another method, that of filling the 
cavity with Mosetig-Moorhof’s bone plug, seems 
to offer the best chance of successfully repairing a 
bone defect by means of a foreign substance. 

This bone-plug consists of 60 parts of the finest 
powdered iodoform and 40 parts each of the oil of 
sesami and spermaceti, which at the ordinary room 
temperature forms a hard yellow mass. At 50° C. 
the mass becomes liquified, and if well shaken forms 
a perfect emulsion. 


The preparation of the bone cavity itself is the 
most important part of the technic. The operator 
is required to exercise the most painstaking care and 
patience in rendering the cavity absolutely aseptic 
and dry. Every particle of diseased bone must be 
removed, until the walls of the cavity extend well 
into the area of healthy bone tissue. All hemorr- 
hage must be completely checked. This can gen- 
erally be accomplished by gauze packing, or by 
swabbing with hydrogen peroxide or epinephrin. 
Mosetig-Moorhof recommended the use of hot 
sterilized air to render the cavity absolutely dry. I 
have found this unnecessary, as I have been able 
to sufficiently dry the cavity by means of gauze 
sponging. The bone plug is then placed in the 
cavity, in its liquid form, exercising care that every 
portion of the cavity is completely filled, depending 
upon the force of gravity to fill all cracks and 
crevices. 


The soft parts are then sutured and, if there 
are any fistulous openings, these are curretted and 
left as drainage channels for the escape of lymph. 
If there are no fistulae present, the stitches are 


placed far enough apart to allow for a small amount 
of drainage. 


The reconstruction of the destroyed bone pro- 
ceeds according to Mosetig-Moorhof as follows: 
First, there is a formation of fibrous connective 
tissue, which as it advances from the periphery, 
forces the bone plug little by little out of the cavity, 
and if there is no outlet, this same connective tissue 
by means of pressure, causes the gradual absorb- 
tion of the bone plug. That this absorbtion takes 
place has been proven by demonstrating iodoform in 
the urine. The process is completed by a deposit of 
calcium salts in this newly formed connective tissue, 
and can be minutely followed with the roentgen ray. 


- At first the entire cavity is seen to be filled with 


bone-plug, which is represented on the skiagraph 


Before Ope 


Fig. 1. 


by a dark shadow. After a few months this shadow 
becomes lighter, the light areas corresponding to 
the connective tissue formation. This process con- 
tinues until the new bone is completely formed by 
the calcium salts deposits, when the location of the 
former cavity is no longer discernible on the skia- 
graph. 

That this method can not be used in acute cases 
of osteomyelitis, is self-evident, as it is impossible 
to render such cavities aseptic. It finds its appli- 
cation in the more chronic bone diseases, with 
fistulous openings, and in which the new granula- 
tions are constantly undergoing septic degeneration, 
chronic cases of osteomyelitis, and tuberculosis of 
joints, especially those termed by Mosetig as fungi 
articuli, in which it is necessary to remove every 
portion of the diseased tissue, just as in cancer, if a 
recurrence is to be prevented. Another class of 
cases in which the bone plug has proved useful, is 
in the severe empyemas of the antrum of Highmore. 
The following cases illustrate the usual results ob- 
tained hv this method of closing bone cavities. 
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Case I is that of a female aged 33, who had a 
typical fungus articuli of the left knee. The joint 
was enlarged and showed the usual fusiform swell- 
ing of a tuberculous joint. There were three fis- 
tulous openings, each discharging pus. Conserva- 
tive treatment was out of the question. The joint 
was opened, allowing a large amount of pus to 
escape. Every portion of tuberculous tissue was 
carefully removed, necessitating the removal of the 
entire joint capsule. The cartilages were also re- 
sected. Then a thin layer of bone, about one-quar- 
ter of an inch in thickness, was removed with a 
bow saw from the upper end of the tibia and the 
lower end of the femur. The carious bone was then 
curretted and chiseled out of the articular ends of 
both bones, leaving a cavity in the femur two and 
one-half inches in length and one inch in breadth. 
The cavity in the tibia being about half the size 


Fig. 2. 


of that in the femur. Both defects were filled with 
the iodoform bone plug, the femur and tibia were 
placed in apposition and the soft tissues were su- 
tured. The fistule were curretted, and allowed to 
remain for drainage. A posterior Volkmann splint 
was applied, which remained in position for two 
months. <A firm bony ankylosis with complete 
closure of the fistule resulted, leaving about one- 
half inch of shortening. The operation was per- 
formed about five years ago and up to a month 
ago, when the patient was last seen by the writer, 
there was no recurrence. 


Case II. A boy, aged 9, received a compound 
fracture of the left elbow, both condyles of the 
humerus being torn off. The upper fragment pene- 
trated the skin. A temporary splint was applied, 
and rigid asepsis was employed in an effort to pre- 
vent infection. But in spite of all precautions, a 
severe infection developed accompanied by high 
fever and chills. The infection was finally con- 
trolled by an autogenous vaccine. After the sys- 
temic symptoms had subsided, and the discharge of 
pus greatly lessened, there remained a chronic sup- 


purative osteomyelitis. A skiagraph showed a large 
sequestrum. The soft parts covering the external 
condyle consisted of unhealthy granulation tissue. 
This was removed, the sequestrum taken out, and 
all the necrotic bone curretted or chiseled away. 
This left a large round cavity extending well into 
the shaft of the humerus. The cavity was then 
carefully dried and the bone plug poured in. As 
there was not enough skin to close the wound, the 
plug remained slightly exposed. Immediately after 
the operation a prophylactic injection of vaccine was 
given. At each dressing small amounts of the plug 
which had been pushed out of the cavity were found 
on the gauze. At no time after the operation was 
there any pus. In about three months the entire 
cavity was closed in with healthy skin covering it. 
The patient had a perfectly functionating arm. 


E¥sac 


Fig. 3. 


Case III. Male, aged 40. Chronic osteomyelitis 
of the humerus, following a bullet wound of its 
lower third. The s-ray examination showed a 
large sequestrum involving a little more than half 
the humerus shaft. This was removed at the opera- 
tion and the large cavity which remained filled with 
bone plug. The fistule were allowed to remain 
patent for lymph drainage. The wound healed per 
primam except for a small fistula which had to be 
curretted several times before it closed permanently. 
In less than sixteen weeks, the patient had complete 
use of his arm. 


The above cases are typical of the results ob- 
tained by the use of this method, and although I 
have used it in a number of other cases, with uni- 
formly good results, I shall not take the space to 
report them here. Suffice it to say, that in my opin- 
ion, this method has not received the consideration 
from the American surgical profession, that results 
obtained from its use warrant, and I feel confident 
that if it were more frequently used, in proper cases, 
it would be found of inestimable value. 
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NOTES ON THE AFTER-TREATMENT OF 
SUPPURATIVE APPENDICITIS. 
Guy C. Boucuton, M.D., 
Attending Surgeon, Hamot Hospital. 
Erteg, Pa. 


The mortality in cases of appendicitis is much 
larger than it should be, which I believe is due, in 
a very great measure, to the lack of proper after- 
care. We all know that the death rate after opera- 
tion for so-called “catarrhal appendicitis” is almost 
nil; also in the acute cases, where diagnosis has 
been made early in the disease operation done be- 
fore the disease has progressed to any extent. The 
surgeons of this country and abroad have been 
unjustly credited with too many deaths, which were 
largely due to two important factors: First, that 
a diagnosis was not made early; and, second, to 
the fatal use of the ice-bag as a means of cure in 
the early stages of the disease. 

The ice-bag is one of the most dangerous agents 
we have to contend with in this class of cases, when 
used as a cure; it will relieve pain, but it does not 
stop the progress of the disease. Unfortunately, 
among the laity, and even among some of the mem- 
bers of the medical profession, the idea is pre- 
valent that cold as applied by the ice-bag will retard 
the infection in such a way as to bring about almost 
immediate resolution. Cases in which ice-caps have 
been used, and the disease has been allowed to go 
on to suppurating and gangrenous stage, are the 
ones that are rushed into the hospital for opera- 
tion late at night or in the small hours of the morn- 
ing and which try the patience of the surgeon to 
almost the last degree, for so many of them look 
almost hopeless. It is to this class of cases I wish 
to call attention. 

The preparation I have followed for the past few 
years is very simple: the abdomen is shaved and 
washed with alcohol and ether. Morphine, gr. %4 
and atropine gr. 1/200, are given forty-five minutes 
to one hour before operation. No attempt is made 
to move the bowels; the patient is taken to the oper- 
ating room more or less under the influence of the 
morphine and is anesthetized on the operating table 
with ether by the drop method. As soon as the 
patient is unconscious, the abdomen is again pre- 
pared with alcohol, ether and iodine. A large low 
McBurney incision is made in the majority of cases 
or the median line incision; the appendix is isolated 
and crushed near its base and ligated with a num- 
ber 0 catgut. A purse-string suture of very fine 
silk or catgut is passed around the base of the ap- 
pendix in the cecum—the appendix is removed by a 
knife, the stump is cauterized with pure phenol, 


followed by alcohol and inverted and the purse- 
string suture is drawn tight; two or three sutures 
(gas sutures) are taken over the stump and if pos- 
sible the meso-appendix is tied over the cecum. 

This procedure is conducted rapidly and gently, 
with no attempt to explore the abdomen and with 
just as little handling of the bowels as possible. 
Two or three drains are placed in position, depend- 
ing upon the amount of pus present, one going 
down into the abscess cavity near the stump of 
the appendix and one down into the pelvis. The 
drains are of soft rubber tubing with a wick of 
gauze inside, or plain gauze covered with rubber 
tissue. The wound is then partially closed, using 
chromicized catgut for the peritoneum. Two or 
three silkworm-gut sutures are passed through the 
facia and skin later on, and tied over scissors or 
some other instrument to prevent pressure necrosis 
of the skin. The skin is closed with chromicized 
catgut and interrupted silkworm-gut, or with clips. 

Wherever it is possible, all free pus is sponged 
dry and at no time during the operation is any 
irrigation used. As soon as the patient returns 
to his room, eight ounces of saline solution are ad- 
ministered per rectum and he is placed in the true 
Fowler position. And here is where so many fail 
to get the desired result, for just elevating the head 
of the bed will not suffice; the patient should be in 
a comfortable sitting position, and for this purpose 
a Fowler frame is placed on the bed and may be 
adjusted to any position. 

The saline solution per rectum is repeated in six 
ounce doses every two hours for three doses, then 
four ounces every three hours for the next ten or 
twelve hours. These small repeated doses are given 
instead of the Murphy drip, as it has been my ex- 
perience that few nurses give the latter properly. 

The first dressing is done forty-eight hours after 
the operation, or before if the dressings are soiled 
in any way. These dressings are changed morning 
and night for the first few days or as long as indi- 
cated. At the time of the first or second dressing 
the drainage tubes are withdrawn a little to prevent 
pressure on or necrosis of any loop of the bowel that 
might come in contact with them. As a rule on 
or about the fifth day it is safe to remove the pelvic 
drain, if one has been used, and replace it with a 
small cigarette drain or a strip of gauze; the other 
drain is removed in the same way about two or 
three days later. 

It is advisable for the surgeon to dress these 
cases himself or supervise the dressing of them for 
the first four or five days, rather than leave them 
entirely. to the care of an inexperienced interne, 
and too much stress cannot be laid upon this fact, 
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as it has much to do with the comfort and recovery 
of the patient. These patients are not given any- 
thing by mouth, not even water, for twenty-four 
hours ; at the end of that time they are allowed sips 
of water and then, gradually, albumen water, 
chicken broth and buttermilk; we exclude the use 
of beef-broth and raw milk, for it has been my ex- 
perience that they invariably produce more or less 
gas. There is always more or less intestinal stasis 
in this class of cases, and the patients that are un- 
able to expel any gas and are not relieved by the 
use of the rectal tube, are given eserin sulphate gr. 
1/50 and strychnine sulphate gr. 1/30 hypoder- 
matically every four,hours, and with low soapsuds 
enemas, this is continued until peristalsis is re- 
sumed. 

In many cases it is necessary to use morphine 
during the first twenty-four hours and where there 
are marked nausea and vomiting or any signs of 
dilatation of the stomach, I find the stomach tube 
will aid very materially. 

The cardinal points in the treatment of septic 
cases of appendicitis are: as little handling of the 
bowels as possible, free drainage, true Fowler po- 
sition following operation, supervision of the first 
four or five dressings, morphine if needed, and the 
use of the stomach tube for dilatation. 


810 PeAcu STREET. 


SACRAL ANESTHESIA IN BLADDER SURGERY. 


There have been no bad results or fatalities re- 
ported following the use of epidural injections, sac- 
ral anesthesia or caudal analgesia. 

The chief advantages. of caudal analgesia are: 
Extreme safety and absence of unpleasant or dan- 
gerous after-effects, as nausea, vomiting, pneu- 
monia, etc. It has enabled us to operate on a class 
of patients in whom the risk of using general an- 
esthesia would have been too great. 

We have been so well impressed with the success 
of the method during six months’ use of it that we 
believe it is destined to change largely the surgery 
of the pelvis, especially for the aged, feeble and de- 
crepit. Prostatectomy is at once relieved of one of 
its greatest objections. The patient goes through 
the operation without shock, without nausea or 
vomiting, without menace to heart or lungs, and 
may be as comfortable after its performance as he 
has been before it. 

The term analgesia as applied to this procedure 
has been used in preference to anesthesia. In many 
eases tactile sensation is not completely lost, though 
pain in the same area is entirely abolished —Brans- 
ForD Lewis and Leo Bartets in The Lancet-Clinic. 


VAGINAL AND ABDOMINAL CESARIAN 
SECTION.* 


ARTHUR STEIN, M.D., 
Adjunct Attending Obstetrician, Harlem Hospital; Ad- 
junct Atttending Gynecologist, German Hospital. 


New York City. 


Like the mountain climber who rests from time 
to time to look backward over the road whence he 
came, so, too, there are times when the surgeon 
ought to look backward to see what progress has 
been made during a given period, and whether such 
progress has been worth the energy and labor ex- 
pended. With this in mind I think it will be of 
interest to look backward over the most important 
field in obstetrics, namely, the evolution and achieve- 
ment in abdominal as well as vaginal Cesarian sec- 
tion; particularly inasmuch as the progress made 
along these lines during the past twenty to thirty 
years has been so marked as to almost overshadow 
everything that had been accomplished previously. 


Abdominal Cesarian Section: During the latter 
seventies of the nineteenth century an operation 
devised by Porro, which still bears his name, was 
in common use. This operation consisted in the 
amputation of the uterus after every abdominal 
Cesarian section, for the reason that in practically 
all of the cases in which abdominal section was per- 
formed, the patients died of subsequent sepsis. This 
shows at a glance just what results had been ob- 
tained up to that time. Although Porro’s operation 
marked some degree of progress as far as the sav- 
ing of the mother’s life was concerned, such a mu- 
tilating operation could not satisfy surgery for any 
length of time. 

It was in the early eighties that Saenger devised 
a method for abdominal Cesarian section which was 
another great step in advance. He improved the 
technic by advocating a thorough suture of the 
uterus in different layers, which ended in a typical 
Lembert sero-serous suture. This improved 
technic, in combination with Lister’s ideas of anti- 
sepsis and asepsis, marked a new era in this field 
and made Porro’s amputation of the uterus after 
an abdominal Cesarian section superfluous. From 
that time on the classical Cesarian section was per- 
formed, more or less modified, along the lines which 
Saenger had laid down and gave some splendid re- 
sults in the hands of many operators. For a num- 
ber of years there was no change in the technic, and 
in cases where infection. was present the Cesarian 
section was not performed, the living child, as a 


* Read before the Harlem Medical Society, December, 1915. 
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rule, being perforated and extracted per vias nat- 
uralis. 

Vaginal Cesarian Section: A marked change 
came about when Duehrssen made public in 1895 
his operation which goes under the name of vaginal 
Cesarian section. He had worked out a method 
which he described as deep cervical incisions and 
finally developed it into the above-mentioned opera- 
tion. It consists mainly in the opening up of the 


womb far below no matter at what time during 
the pregnancy the operation has to be performed. 
This operation, which aims at the saving of the 
mother’s as well as the child’s life, is naturally not 


Fig. 1.—Vaginal Cesarean Section. Cervix cut open (from 


Déderlein-Krénig “Operative Gynikologie.”’) 


practicable in all cases of small or flat pelvis, or in 
all cases where there are tumors, such as myoma of 
the uterus, or where large tumors of the ovaries are 
present. 

Before going any further I would like to give a 
few notes as to the technic of the now classical 
vaginal Cesarian section, also described as colpohy- 
sterotomy. 

Technic: The patient is put into the lithotomy 
position. Ina primipara at full term it might be ad- 
visable to perform a deep episiotomy in order to 
get free access to the cervix. Specula are now in- 
troduced and the cervix is grasped with two vol- 
sella on both sides, which are replaced by two guide 
sutures, and then the vaginal mucosa of the pos- 
terior lip is incised along the axis of the uterus up 
to the peritoneum, which is pushed further up. In 
the same manner the vaginal mucosa of the anterior 
lip is split open, and the bladder pushed upward 


out of the field of operation. Through deep inci- 
sions the anterior and posterior cervical lips are 
now incised for about two and a half inches, which 
gives ample room for introducing the whole hand 
and extracting the child. In order to find easily 
the upper end of both incisions after the extrac- 
tion, it is always wise to put in guide sutures be- 
fore extracting the child. It is easy to find the 
uppermost end of the incision wherefrom one starts 
to close up the wound. It is always wise to remove 
the placenta manually in order not to lose any fur- 
ther time and, according to Duehrssen, to pack the 
uterus with iodoformized gauze. 

In order to facilitate the incision into the cer- 
vical lips, Duehrrsen has described a new method 
which he termed “Metreurynterschnitt,” which con- 
sists of introducing a metreurynter into the uterus, 
filling the bag with some antiseptic solution, and 


Anterior cervical lip cut en- 


Fig. 2.—Vaginal Cesarean Section. 
Lee’s 


tirely open. Intact membranes can be seen (from De 
“Obstetrics.” 


then pulling it down as far as possible. This nat- 
urally brings down the cervix, which is then in- 
cised on the bag. When the latter comes out easily 
the operation is completed and the child can be ex- 
tracted. 

Bumm and Doederlein advocate the incision of 
the anterior lip only, which they say is sufficient to 
extract even a child at full term. 

In the accompanying pictures (1 and 2) is shown 
only the anterior incision, which is done nowadays 
in most of the cases (Bumm, Doederlein and 
others). Instead of making a longitudinal incision 
into the anterior vaginal wall it has become the 
habit of late to make instead a + incision, which 
gives freer access and a wider field for the opera- 
tion. 

The advantages of vaginal Cesarian section are 
chiefly that it is possible at any time during preg- 
nancy, or at full term, to open up the uterus from 


x 
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below in any emergency in a clean-cut surgical way, 
as against the older methods such as accouchement 
forcé and version after Braxton Hicks. 


As a danger of this method it was pointed out 
that the bladder might be injured, but this can be 
easily avoided through proper technic. As far as 
subsequent pregnancies and iabors are concerned, no 
untoward consequences have appeared in the liter- 
ature. 

For over twelve years Saenger’s method of the 
classical abdominal Cesarian section and Duerhs- 
sen’s vaginal method each have had their wide field 
of usefulness, the latter in all the cases above stated, 
and Saenger’s method in all cases of narrow pelvis 
or other obstructions of the birth canal, provided 
there was no infection present. But because there 
were some cases in which those two modes of opera- 
tion were not satisfactory, viz., those cases of flat 
or narrow pelvis in which there is some infection 


Frank’s method provided that through a trans- 
verse incision the operator should try to find his 
way below the peritoneal fold between the peri- 
toneum and bladder, but owing to the difficulties 
experienced during his first operations, he later 
advocated the opening up of the peritoneal cavity, 
loosening the peritoneum of the uterus and sewing 
it together with the parietal peritoneum, thus clos- 
ing the peritoneal cavity immediately and before 
opening the uterine cavity. He then incised the 
lowest accessible point of the womb, also trans- 
versely, and extracted the child. 

This method was later improved by Kroenig, but 
the idea remained practically the same. (Figs. 5, 6 
and 7.) 

It was for Latzko, Sellheim and Doederlein to 
elaborate this method, following Frank’s original 
idea. Thus we have since 1907 two new and dis- 
tinct methods of abdominal Cesarian section—the 


Fig. 3.—Extraperitoneal Cervical Cesarean Section. (Déderlein.) 
Showing topography. (This and the following illustrations are from 
Déderlein-Kroenig’s “Operative Gynakologie. 
present and in which neither vaginal nor classical 
Cesarian section could be performed with any safety 
for mother or child, and as the trend of modern 
obstetrics is toward the saving of both mother and 
child, it was evident that some method had to be 
devised in which an abdominal Cesarian section 
might be performed in contracted pelvis where an 
infection is present. 

It was in 1907 that Frank of Cologne first de- 
scribed his method of suprasymphyseal abdominal 
Cesarian section which was promptly adopted by 
most obstetricians. As a forerunner of Frank, the 
American, Physick, might be mentioned who, as far 
back as 1824, proposed that the approach to the 
uterus be made extraperitoneally. This marked a 
new era in operative obstetrics insofar as it attempts 
to open up the womb from above at its lowest ac- 
cessible point, without opening the peritoneal cav- 
ity, and it is readily seen that this idea, if actually 
executed, would eliminate the possible infection of 
the abdominal cavity with its resulting peritonitis. 


Fig. 4.—Same as Fig. 3, with. incision made into uterus. 


transperitoneal (Frank-Kroenig) and the extraperi- 
toneal (Latzko, Sellheim and Doederlein). (Figs. 
3 and 4.) 

The methods of Latzko and Doederlein are 
about the same. The operation is performed in the 
Trendelenburg position. An incision is made fromm 
the symphysis up to about five fingers’ width below 
the umbilicus. The idea is then to find one’s way 
below the fold of the peritoneum, and along the left 
side of the bladder where, as Latzko has shown, 
there is the easiest access to the uterus without in- 
juring the peritoneum. The incision in the uterus 
is made as small as possible and the child is then 
extracted with the aid of a small forceps. The 
uterus is sewed up in the typical way and the ab- 
domen is closed. 

I will admit that this type of operation is not 
quite as easy as it sounds and in this country, up to 
1914, there were only eight cases collected by 
Nicholson,—seven operations performed by Hirst 
and one by Kelly. I fully agree with Nicholson 
when he states in some of his conclusions: 
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“The extraperitoneal suprasymphyseal Cesarian 
section is an addition to the obstetric armamen- 
tarium. 

“Its chief indication is the ‘neglected case’ or 
one that is mildly infected. 

“The transperitoneal technic is to be preferred 
to the true extraperitoneal because of the ease of 
performance, less interference with the bladder and 
the avoidance of contamination of the retroperi- 
toneal and preperitoneal tissue areas. 

“Subsequent pregnancy and labor are usually not 
influenced adversely. 

“Repetition of the procedure may be more diffi- 
cult, and in some cases it may be impossible.” 

Eisenreich reports one hundred and forty-five 
cases of extraperitoneal Cesarian section performed 
at the University Clinic at Munich from 1908 un- 


Fig. 5.—Transperitoneal Cervical. Cesarean Section. (Krénig.) 
(Incision made in lowest accessible point in uterus.) 


til 1915. It was possible to operate one hundred 
and thirty-seven times extraperitoneally. Of those 
one hundred and thirty-seven cases extraperitone- 
ally operated upon, nine died, which gives a mor- 
tality of 3.7 per cent. Of the one hundred and 
thirty-seven children, one hundred and twenty-six 
were living; among the eleven dead children were 
three that were not viable; the fourth child was 
delivered after dry labor and in transverse position ; 
the fifth died apparently because of the long dura- 
tion of the operation; two children died without the 
cause being established. In twenty-two cases there 
subsequent labor was observed; in eighteen of these 
cases the -section had to be repeated; in seven of 
these eighteen cases the second Cesarian section 
could be done again extraperitoneally ; in the other 
cases the transperitoneal method was adopted. It 
would therefore seem that with proper technic the 
extraperitoneal as well as the transperitoneal meth- 
od have come to stay and are surely useful in se- 
lected cases. 


Use of Pituitrin in all Cesarian Operations: Be- 
fore turning now to a discussion of the indications 
and contra-indications to these different methods, I 
would like to point out one rather important aid 
in their technic, viz., the use of pituitrin in all 
cases of vaginal as well as abdominal Cesarian sec- 
tion. In Dr. Brodhead’s service at the Harlem Hos- 
pital, we have adopted the following method in all 
operations of Cesarian section: At the beginning 
of the operation the patient receives one c.c of 
pituitrin subcutaneously. This enables the opera- 
tion to proceed practically bloodlessly, and one is 
really surprised to see to what extent the uterus 


Fig. 6.—Transperitoneal Cervical Cesarean Section. (Krénig.) 


Extraction with specially constructed small forceps. 
contracts after, and even before, the child is ex- 
tracted. In a case of eclampsia of the worst type 
in the fifth month upon which I had occasion to 
operate a few weeks ago, and in which I performed 
a vaginal Cesarian section in this way, I operated 
so to speak, bloodlessly. I would therefore advise 
the use of pituitrin in all cases of Cesarian section. 

It is not absolutely necessary for pains to have 
set in before proceeding with this operation, indeed, 
at the present time we perform abdominal Cesarian 
section in cases in which no pains whatsoever are 
present. 

Indications: It might be said in a general way 
that the vaginal section is advisable in all cases in 
which the cervix is still closed and indication for 
rapid delivery arises. The field for this operation is 
rather large, as it comprises all acute complications 
on the part of mother or child up to about the sev- 
enth month of pregnancy, such as eclampsia, prema- 
ture separation of placenta, pernicious vomiting, 
pulmonary edema, heart disease and asphyxia in 
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utero. In former years there were a number of ob- 
stetricians who advocated this operation in cases 
of placenta previa. This indication, however, has 
been abandoned by practically everyone because 
in those cases we usually perform the classical ab- 
dominal Cesarian section, provided, of course, that 
there is no infection present. 

Eclampsia: One of the most important condi- 
tions with which we have to deal is eclampsia, not 
only at full term, but also during pregnancy. 
Although it is possible to perform the vaginal 
Cesarian section even at full term we, at Dr. Brod- 
head’s service at the Harlem Hospital, have decided 
to perform the vaginal Cesarian section for eclamp- 
sia only up to the seventh or eighth month, and 
after that time the abdominal Cesarian section, be- 
cause we know that with this kind of treatment the 
mortality, which was up to a few years ago forty- 
eight per cent., has been brought down to about 
twenty-five per cent. We furthermore regard all 
cases of eclampsia as requiring IMMEDIATE and net 
conservative treatment, reasoning that it would be 
wrong to inject more poisons into a body which 
already is poisoned. We do not believe in giving 
the patient ethyl chloride, morphine, etc., for quiet- 
ing purposes. By doing so we surely do not re- 
move the cause of eclampsia, which is not only a 
diseased kidney, but poisons which are produced in 
the placenta, and the logical deduction from this is 
that it is advisable to remove the placenta and nat- 
urally, the child, as soon as eclamptic seizures are 
diagnosed. In this respect, we are of one opinion 
with one of our foremost American obstetricians 
and gynecologists, Reuben Peterson. As I consider 
some of the conclusions of his splendid paper of 
great importance, I might cite some of them here 
verbatim to confirm what I stated above. 

(a) “In a large series of cases of eclampsia, 
prompt delivery gave a maternal mortality of 15.9 
per cent. as compared with a maternal mortality 
of 28.9 per cent. where the delivery was long de- 
layed.” 

(b) “Where the uterus is emptied immediately, 
or very soon after the onset of the first convulsion, 
the maternal mortality is still lower.” 

(c) “Since 1900 the maternal mortality is lower 
by 4 per cent. after the radical opposed to the con- 
servative treatment of the complication.” 

(d) “Therefore the treatment of ante-partum 
eclampsia should consist of emptying the uterus as 
quickly as possible after the onset of the first con- 
vulsion.” 

(e) “The operative procedure which will empty 
the uterus the quickest with the minimum trauma 


and shock to the eclamptic mother and child should 
be selected.” 


Placenta Previa: Up to a few years ago the mor- 
tality of children as well as mothers in cases of 
placenta previa was extremely high. This was due 
to the fact that in most of the cases too much time 
was lost with preparatory operations such as ver- 
sion, tamponing, etc. The vaginal Cesarian sec- 
tion was not only advocated by some European ob- 
stetricians, but was also taken up by a number of 
Americans. The results, as a whole, however, were 
not such as to recommend its use. It would there- 
fore seem advisable in all cases of placenta previa 
centralis in which no infection is present and only 
one pronounced hemorrhage has taken place to per- 
form either a classical or extraperitoneal Cesarian 
section. There are a number of cases on record in 
which the mother’s as well as the child’s life has 


7.—Transperitoneal Cervical Cesarean Section. (Krénig.) 
Bladder fastened to uterus so as to cover uterine incision. 


been saved by such procedure. It is surely the sim- 
plest, and under aseptic precautions the safest meth- 
od of dealing with this treacherous and dangerous 
condition. As far as abdominal Cesarian section in 
placenta previa centralis is concerned, Davis of the 
New York Lying-In Hospital is also a great advo- 
cate of this kind of treatment. This, however, ap- 
plies only to cases of central placenta previa and 
not to cases of marginal placenta previa in which 
we might still get on with version and gradual ex- 
traction. 

In 1912 White collected one hundred and sixt°cn 
cases of abdominal Cesarian section for placenta 
previa. Ten women died—a mortality of 8.6 per 
cent. Furthermore, his statistics show a mortality 
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of 10 per cent. of all the viable children. Consider- 
ing the high mortality of the mothers among non- 
operative cases, these figures would certainly favor 
abdominal Cesarian section regardless of the meth- 
od employed, and it would seem as though this pro- 
cedure has come to stay as a rational method in the 
treatment of placenta previa centralis. 


Another rather rare occurrence which might call 
for an abdominal Cesarian section is premature 
separation of the placenta, the dangers of which 
may equal that of placenta previa centralis. 

It is not within the scope of this paper to enu- 
merate all the rare occurrences which might call 
for abdominal Cesarian section. I wish only to say 
a few words about the cases where heart complica- 
tions might call for immediate termination of the 
pregnancy, as, for instance, in cases of mitral in- 
sufficiency with stenosis. In such cases, however, 
the individual condition must govern the decision 
of the operator. Both the vaginal and abdominal 
sections have their advantages in these cases; the 
former can be done without narcosis or with slight 
gas narcosis, while the latter is the quicker method. 
In certain cases large myomata, as well as ovarian 
cysts, may be considered indications for abdominal 
Cesarian section, that is, in those cases in which 
they form rigid and insurmountable obstacles to 
normal delivery. In this connection may be men- 
tioned advanced carcinoma of the cervix, total ex- 
tirpation of the entire organ following the ab- 
dominal section. In contradiction to Duehrssen, I 
am not of the opinion that carcinoma of the cervix 
would ever be an indication for vaginal Cesarian 
section, inasmuch as profuse hemorrhage might be 
encountered in cutting through the diseased tissue. 
In addition to this, extraction of the head might be 
attended with great difficulty, the carcinomatous tis- 
sue being rather inelastic and unpliable. I recollect 
one case in which it was impossible to extract the 
after-coming head and decapitation was done and 
later abdominal total extirpation of. the entire 
uterus containing the head. 

At the Harlem Hospital, from April, 1914, up to 
January, 1916, we have performed the vaginal 
Cesarian section in fourteen cases and the abdo- 
minal Cesarian section in eleven cases. The vaginal 
Cesarian section was performed nine times for 
eclampsia, three times for toxemia of pregnancy, 
once for accidental hemorrhage (premature separa- 
tion of placenta), and once for a missed abor- 
tion of three months which was carried about five 
months. We had five deaths, not due, however, to 
any operative interference but to the extremely seri- 
ous eclamptic condition of the patients. As the Har- 
lem Hospital is an ambulance city hospital, we nat- 


urally receive a large number of the most desperate 
cases. These five fatal cases belonged to this class 
and the vaginal Cesarian section was done, although 
we knew there was very little prospect of success. 
One of these deaths occurring during the fifth 
month of pregnancy was in a case of marked tox- 
emia. In all the other cases the mathers made an 
uneventful recovery and we never found any patho- 
logical symptoms attributable to the operation. 

Of the children, three died before the operation 
was commenced and altogether six were not viable, 
the operations being performed during the fourth to 
the seventh month. 


Concerning the eleven cases of abdominal Cesar- 
ian section I wouid like to state that in all cases the 
typical classical section was done, in seven cases for 
flat or contracted pelvis, in two cases for eclampsia 
beyond the seventh month of pregnancy, and twice 
for placenta previa centralis. All of the patients, 
except ‘two, made uneventful recoveries. Of these 
two, one died of empyema and general sepsis due to 
probable infection prior to the operation and the 
other died from severe eclampsia which continued 
after the operation. This patient died a few hours 
after the operation and her child was still-born. As 
I stated before, in all the other cases the mothers 
as well as children left the hospital in good condi- 
tion. 

I hope that I have accomplished in the foregoing 
remarks what I set out to do, that is, to show that 
the new era of surgical obstetrics has brought forth 
different distinct methods by which it is possible to 
save mother as well as child in cases in which either 
or both of them might otherwise be lost. 
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A COLLECTIVE STUDY OF 2,000 CASES OF 
“TWILIGHT SLEEP.” * 
A. J. Roney, M.D., F.A.C.S., 
New York. 


It is now one year since I presented a preliminary 
report on the use of scopolamine in obstetrics, fol- 
lowing the technic described by Gauss. In that 
report I state: “Judging from our experience and 
observation, we feel that this method of treatment 
should be given a fair trial. It is only a varied ex- 
perience by competent men that will tend to settle 
this extremely interesting subject. It is the duty 
of the medical profession to set the public aright 
on this most important question. We must ap- 
proach this subject from both a medical and a 
humane aspect. If pain can be relieved, it is the 
duty of the physician to do so, and no effort should 
be spared to accomplish it.” 

The demand made by women of all classes for 
this form of treatment made it possible to make 
further observations and to apply this treatment not 
only to hospital ward cases, but also to a great 
number of women of a higher social stratum. 

As our experiences accumulated, we soon discov- 
ered that this form of treatment is best carried out 
in primiparae, or in multiparae in whom we have 
reason to suspect a tedious labor, and that it has no 
place in short labors. This, together with the fact 
that both mother and child require most careful 
watching, I pointed out very strongly at the Febru- 
ary meeting of the section of Obstetrics of the 
New York Academy of Medicine. 

In April I had the privilege of reporting my ex- 
perience based upon a study of 300 cases at the 
annual meeting of the New York State Medical 
Society. I then stated, “In our enthusiasm we have 
overlooked the most essential fact in the entire 
procedure, namely, that ‘twilight sleep’ and pain- 
less labor are not synonymous, and that in a large 
number of cases pain is actually influenced but 
little. Furthermore the degree of pain bears no 
relation to amnesia.” 

We, as obstetricians, are now confronted with 
tne problem of deciding, scientifically, whether a 


*Read before the American Association of coineinions and 
Pittsburgh, Pa., September 15, 


patient, manifesting the usual signs of pains during 
labor, even though she has no recollection of it sub- 
sequently, is actually suffering, or whether these 
are manifestations of pain, transient in character, 
and leaving no permanent impression. Again, we 
must decide whether we are to judge the intrinsic 
value of this form of treatment from the standpbdint 
of analgesia or that of amnesia. 

Are we, as physicians, administering this form 
of treatment, seeing these patients give*expressions’ 
of pain and hearing their cries, justified in accept- 
ing this as a painless labor? 

I fully realize the many physiological and pschy- 
cological problems involved, but it behooves us, as 
a scientific body, to finally settle this very important 
question so that this method of treatment may 
occupy its proper place among therapeutic meas- 
ures. 

In order to bring this subject to a practical con- 
clusion, may I ask you to consider the following 
question: Is labor to be considered painless be- 
cause the woman fails to recollect ? 

In reviewing the history of obstetrics, we find 
that various therapeutic measures have from time 
to time been used to allay the pain accompanying 
labor, but in most instances the results were such 
that their adoption was in a general way imprac- 
ticable. 

To Gauss must be credited the introduction of 
a method by which he obtains a state of semi- 
narcosis with the use of scopolamine-morphine. 
His technic is definite, and the results obtained by 
him are more or less uniform. Gauss maintains | 
that the method essentially consists in reducing the 
mother to a condition in which she still has nerve 
perception, but not mental perception. The mental 
state induced is not a loss of memory of previous 
events, but the inability to recollect what is transpir- 
ing while under the influence of the drug. 

Clinically, the first sign of the action of the drug 
is pronounced weariness, which very soon passes 
into a quiet sleep occupying the whole of the inter- 
vals between the pains. During the uterine con- 
tractions, however, the patient is startled from her 
sleep, and apparently gives expression to pain. 
With the progress of the intoxication, thirst, dry 
throat and parched lips and flushing of the face 
are observed. Occasionally slight twitchings and 
motor restlessness takes place. After a longer 
action and sufficient dose, the sleep becomes deeper, 
so that even during pains, the patient does not be- 
come fully awake, and the only manifestations of 
pain is the contortion of the facial muscles and 
slight groaning, but consciousness is, even at this 
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stage, fully retained. This state must be evenly 
maintained by skillfully graudated dosage so that a 
cloudy, befuddled mental condition, the principal 
characteristic of which is a complete amnesia ex- 
tending over the whole process of birth, is obtained. 

In order to make a more comprehensive study of 
this method of treatment, I have endeavored to 
obtain all the available material by addressing a 
questionaire to obstetricians throughout the coun- 
try. I have been fortunate in receiving replies 
which in the aggregate give an experience of 2,000 
cases, which form the basis for this paper. 

In gathering the statistics on this subject, it was 
my purpose to bring forth a discussion of the ad- 
vantages and disadvantages of this form of treat- 
ment, and in this way crystallize American 
medical opinion concerning it, so that the question 
of “twilight sleep” may in a measure be definitely 
settled. 

A study of the data gathered brings forth the 
following conditions: 1. An analysis of the various 
reports shows that the method is practiced accord- 
ing to technic, as outlined by Gauss, in fully 90 
per cent. of cases. The results in these cases were 
uniformly favorable to both mother and child. 
Complications and untoward effects took place in 
those cases in which the dosage, as outlined by 
Gauss, was not strictly adhered to. 

2. The standard preparation of scopolamine (sta- 
ble) was at first used but little. Open market 
preparations of hyoscine were used, and this in all 
probability accounts for the great number of pa- 
tients who suffered from marked restlessness. 
With the introduction of the stable preparation of 
scopolamine (Straub) this factor has been greatly 
diminished. 

3. Morphine, or narcophin, was not repeated ex- 
cept in extreme cases of restlessness. 

4. Nearly all agree that treatment should not be 
instituted until there are definite signs of active 
labor. 

5. It is interesting to note that fully 90 per cent. 
of patients were treated in a special room assigned 
for this purpose. 

6. Seventy-five per cent. to eighty per cent. of all 
cases treated were primiparae. The average dura- 
tion of treatment in primiparae was 7 hours; in 
multiparae 4 fours. The average number of injec- 
tions in primiparae was 5%, in multiparae 3. 

7. In about 60 per cent. of cases the first stage 
was apparently shortened. All observers are agreed 
that the second stage is definitely prolonged. The 
third stage does not seem to be influenced. 


8. Ten per cent. of patients showed various de- 
grees of restlessness requiring restraint. 

9. Four patients showed signs of active delirium 
during the post-partum period, but all recovered in 
a comparatively short time. 

10. Treatment was discontinued in a small per 
cent. of cases for the following reasons: 

(a). Too early administration of the drugs. 

(b). Disproportion between fetal head and pel- 
vis. 

(c). Cessation of labor pains. 

(d). Marked alterations in the 
sounds. 

(e). Repeated injections without any apparent 
effect. 

11. There was no material mortality that could 
possibly be ascribed to this treatment. 


fetal heart 


12. Labor was terminated in primiparae by the 
use of forceps in 26 per cent. of cases. However, 
fully 80 per cent. of these were low forceps which 
required only lifting the head over the perineum. 

13. A general anesthetic was used during the 
stage of expulsion. In most instances chloroform 
was the anesthetic of choice. Ethyl chloride, ether 
and somnoform were also used. 

14. Seventy-eight per cent. of babies cried spon- 
taneously. 

Sixteen per cent. were born oligopneic and re- 
quired active resuscitation. 

Three per cent. were born asphyxiated. 

Three per cent. were still-born; 12 of these or 12 
per cent. may be accounted for by well recognized 
pathological findings, such as transposition of vis- 
cera (2 cases), monstrosities (2 cases), macerated. 
fetus, cerebral hemorrhage (autopsy), etc. 

Of the remaining 18 cases or 1.8 per cent. we 
are aware of a number of instances in which large 
doses of either acopolamine or morphine, or both 
were given. 

15. The treatment is contra-indicated in a, pri- 
mary inertia; b, labor associated with hemorrhage; 
c, feeble fetal heart sounds; d, multiparae giving 
history of short labors. 

It has its greatest usefulness in primiparae, par- 
ticularly during the first stage of labor where the 
dilatation is progressing slowly. 

16. It is the consensus of opinion that amnesia 
with varying degrees of analgesia should be our 
aim. However, the majority consider that the suc- 
cessful termination of a case depends primarily 
upon the degree of amnesia induced. 


17. Most investigators are of the opinion that 
“twilight sleep” in properly selected cases will be- 
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come a permanent addition to our obstetric arma- 
mentarium. 

We must realize that the great enthusiasm that 
was created by the introduction of this treatment in 
a measure accounts for the high percentage of suc- 
cesses. 

In addition to this, we must not overlook the 
fact that this treatment was carried out by men 
best fitted for this work under favorable hospital 
surroundings, and it is but natural to expect results 
that under ordinary circumstances could not have 
been obtained. 


What the results would be if this treatment were 
administered in the average home by men not spe- 
cially trained in the practice of obstetrics may be 
judged by the isolated reports coming from such 
sources. 

It is therefore my belief that it is impossible for 
this form of treatment to be universally adopted, 
for the greatest number of women are still confined 
at their homes, either by midwives, or by their 
family physicians who have neither the time nor 
the training required to carry out such a delicate 
therapeutic measure. However, this should not 
detract from its value, for an analysis of the various 
reports shows that most investigators are fully 
agreed that the method of treatment is devoid of 
any danger to the mother, and by constant and 
careful watching, the dangers to the baby are also 
eliminated. 

Judging from my personal experience extending 
over a period of 15 months, and covering a series 
of over 300 cases, I feel that the value of the treat- 
ment and its acceptance, as a recognized therapeu- 
tic measure, will depend upon our interpretation of 
the physiological- processes that are produced by 
these drugs. If we accept the theory that the semi- 
consciousness induced prevents the actual experi- 
ence of pain, although apparently present in all its 
clinical phases, then labor must be considered pain- 
less; and therefore to refuse to adopt “twilight 
sleep” would be a failure on our part to carry out 
the trust reposed in us. On the other hand, if the 
mental state induced does not prevent the sensa- 
tions of pains and the patient is indeed suffering, 
even though it be modified, then the value of this 
method will depend upon the degree of pain, its 
diminution or analgesia and not upon the lack of 
recollection of pain or amnesia. 

Personally, I find it difficult to reconcile the fact 
that a patient, displaying all clinical evidences of 
pain, such as crying and groaning, as is observed 
in these patients, does not actually experience it. 
However, I am fully convinced that in a goodly pro- 


portion of cases the pain is influenced to a degree 
that would warrant the adoption of this method 
in selected cases, more particularly in primiparae 
of the highly emotional type, and in multiparae in 
whom we anticipate long and tedious labors. 


UNCERTAINTIES OF UNDERSTANDING 
ANENT CHOLELITHIASIS.* 
A Semi-Critical Commentary. 
Cuarves C. Mapes, A.M., M.D., 
LoulISvVILLE, Ky. 


The assertion that much confusion and misunder- 
standing exist concerning the histo-pathology, symp- 
tomatology and rational therapeusis of lesions in- 
volving the biliary tract, may be easily verified by 
perusal of modern text-books and current medical 
literature. The nomenclature contains ambiguities 
and inconsistencies innumerable, inherited from the 
“Fathers in Medicine” and unwittingly or other- 
wise accepted by modern authors and incorporated 
in their writings. 

It seems a strange and incongruous commentary 
that, despite the recent advancing strides toward 
the acme of perfection in every department of sci- 
entific endeavor, certain otherwise apparently in- 
telligent practitioners still contend that cholelithiasis 
may be properly classified as a medical disorder, 
for the relief of which are recommended the in- 
ternal administration of chologogues, cholesterin 
solvents, etc.—originally advocated by the ancients 
under erroneous etiologic and pathologic impres- 
sions—supplemented by emetics, cathartics, alkalies, 
enemata, gastric lavage, fomentations, hydrother- 
apy, electrotherapy, and other equally absurd 
medicinal and mechanical measures. In practically 
all instances the anticipated relief failing to accrue 
from such misdirected methods, the patient invokes 
the aid of osteopathy, vitapathy (whatever that 
may mean), “Christian Science” (which is neither 
Christian nor scientific), chiropractic, solidism, and 
other so-called advanced methods ‘of treatment, 
usually with equally disappointing results. 

While it is known that by the addition of cer- 
tain chemical substances experimental disintegra- 
tion of choleliths may be accomplished in the test 
tube, the pertinent fact cannot be disregarded that 
no drug nor combination of chemical agents has 
yet been discovered by the internal administration 
of which definitely formed concretions may be dis- 
integrated or dissolved within the human organism 


*As utilized herein the term cholelithiasis is accorded a limited 
interpretation, representing the terminal pathology of cholecystitis, 
cholangitis, cholecystalgia, cholecystectasia, cholecystoncus, or chole- 
liths. The existence of the so-called cholelithic diathesis (i. e., the 


hereditary tendency toward the formation of choleliths) is em- 
phatically denied. 
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without entailing the inevitable risk of perhaps ir- 
reparable structural or visceral damage. Therefore, 
insofar as the disintegration and expulsion of 
choleliths is concerned, medical treatment repre- 
sents a delusion and a snare, and the idea should 
be discarded by those making any pretense to the 
possession of modern pathologic and therapeutic 
enlightenment. It is admitted, however, that were 
it possible to determine with any degree of ac- 
curacy that definite cholelithic formation had not 
already occurred within the hepatocystic tract be- 
fore, during or following an attack of cholecystitis, 
cholangitis, etc., the internal exhibition of suitable 
drugs as a prophylactic measure might be service- 
able; but the fact remains there are no pathog- 
nomonic clinical signs by which the beginning of 
cholelithic formation may be certainly recognized. 
Moreover, it is stated without the least fear of 
successful controversion that the diagnosis of defi- 
nitely formed choleliths is oftentimes impracticable 
by any method of examination thus far devised, 
despite the clinical experience and the anamnestic 
discernment of the observer. Confirmation of this 
may be had by recalling the infinite number of pa- 
tients subjected to celiotomy under the pre-oper- 
ative diagnosis of “gall stones,” where the observed 
clinical symptomatology owed its origin to patho- 
logical ovaries, appendices, ducti Fallopii, etc., the 
biliary tract being uninvolved as demonstrated by 
inspection and palpation through the abdominal in- 
cision. 

It is of the utmost importance to determine the 
presence of biliary calculi. To accomplish this is 
sometimes a very difficult matter ; in fact, it is often 
a task impossible of accomplishment. The varying 
symptoms of cholelithiasis are so many that it is not 
possible to name one of them, or to present a group 
of them, for the purpose of making a diagnosis, 
without being able to give an exception to each 
and every one. The only absolutely definite sign 
is to see or feel the calculus.* It must also be re- 
membered that the clinical manifestations induced 
by pathology implicating any of the viscera nor- 
mally occupying the right hypochondrium may be 
practically identical—an important observation 
which is not infrequently ignored or overlooked by 
the clinician in attempting differential diagnosis, 
by the therapeutist in the exhibition of internal 


*Certain observers claim to have been able to successfully palpate 
the gall-bladder and thus determine the presence of large concre- 
tions; but, obviously, this method of examination must be futile 
where the calculi are small or located elsewhere within the hepato- 
cystic tract. And while radiography constitutes an invaluable di- 


agnostic aid in other varieties of intra-abdominal concretions, chole- 
liths are seldom revealed by this method of investigation as at 
— applied. 
letails and «-ray apparatus the location of choleliths may be pos- 
sible anywhere within the biliary tract. 


Possibly with greater improvement in technical 


remedies, and by the operator in instituting surgical 
intervention. 


In a recent address one of the most prominent 
surgeons in America repeatedly utilized the 
euphonious but obviously absurd expression “gall 
stone disease,” and others who implicitly follow 
his teachings have been guilty of perpetuating the 
apparent contretemps. The education of the writer 
and his histo-pathologic understanding are entirely 
too limited for him to adequately appreciate the ex- 
istence of definite disease within cholelithic forma- 
tions regardless of their location, and the correct- 
ness of “gall stone disease” is therefore seriously 
questioned. In any event, etiology, pathology and 
clinical symptomatology cannot be considered iden- 
tical, by the widest interpretation of descriptive 
terms. It was long ago conclusively demonstrated 
that the primary factor in cholelithiasis does not 
consist in the formation of concretions, that there 
must exist some abnormality of the biliary secre- 
tion or the hepatocystic mucosa to encourage de- 
position of solid constituents normally held in so- 
lution. 


The primary and essential determining factor in 
cholelithiasis is undoubtedly a foreign body and the 
irritation thereby produced; whether it be an 
erythrocyte, lymphocyte, leucocyte, cholesterin or 
calcium crystal, microbe, epithelial shred or other 
substance is a matter of little consequence so far 
as this dissertation is concerned. The frequently 
reiterated statement that virulent bacterial cultures 
may be experimentally introduced directly into the 
hepatocystic circulation without exciting cholecys- 
titis or cholangitis, is not entitled to unqualified ac- 
ceptance; indeed, if I am not entirely misinformed, 
the converse is literally true: And this is a fea- 
ture which should be constantly borne in mind, 
since any individual who has previously suffered 
from typhoid fever, pneumonia, influenza, sep- 
ticemia, colon bacillus infection, etc., is exceedingly 
prone to develop cholecystitis or cholangitis with 
the formation of choleliths from lodgment of bac- 
teria within the hepatocystic tract. 


The emphasis recently placed upon the impor- 
tance of “bile delayed in the gall bladder” in the 
etiology of cholelithiasis merely represents a be- 
lated revival of the ancient erroneous hypothesis 
that bacterial invasion is a secondary or terminal 
result, i. e., that infection of the hepatocystic tract 
occurs secondarily instead of being the primary 
etiological factor. In so far as the human being is 
concerned, the hypothesis appears irrevocably estab- 
lished that bacterial invasion is the primary factor 
in the pathology which results in cholelithic forma- 
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tion; and while the character of the bacteria and 
the route by which they gain entrance to the econ- 
omy are academic questions which cannot be dis- 
cussed here, the suggestion may be permitted that 
bacterial invasion of any portion of the hepatocystic 
tract may occur through either the general circula- 
tion, the lymphatic channels, or by contiguity of 
structure. 

“Gall stones are the result of a pathological alter- 
ation in the mucous membrane of the gall bladder, 
usually excited by the presence of microbes, and 
leading to an increased excretion of lime and 
cholesterin.” The observation that cholecystitis 
and cholangitis are associated with or follow ty- 
phoid fever, appendicitis, and other intra-abdominal 
pathology resulting from bacterial invasion, has 
been too frequent to be regarded as purely coin- 
cidental. 

The belief in the existence of innocent or symp- 
tomless choleliths, about which much has recently 
been written, evidently owes its origin to the fact 
that necropsy has not infrequently revealed the 
presence of biliary concretions in individuals who 
during life complained of no manifestations con- 
sidered by the clinician as indicative of cholelith- 
iasis, death resulting from accident or intercurrent 
affection having no relationship to the hepatocystic 
tract. From a clinical standpoint I desire to vig- 
orously dispute the claim that there can exist an 
innocent or symptomless cholelithiasis; that symp- 
toms referable to the right hypochondrium remain 
undetected is more often than otherwise due to 
carelessness or inattention to important details in 
connection with anamnestic investigation or clinical 
inquiry. And while accurate differential diagnosis 
may be occasionally. impracticable, the painstaking 
clinician will usually be able to discover sufficient 
evidence of existing pathology to justify surgical 
intervention. 

In this connection the pertinent fact must not 
be permitted to pass unobserved that invasion of 
the hepatocystic tract by pathogenic or other bac- 
teria does not necessarily imply immediate nor sub- 
sequent cholelithic formation; biliary infection may 
exist for months or years before the pathology be- 
comes terminal, i. e., the fact that cholelithic ob- 
struction can be demonstrated affords no definite 
information as to the date of bacterial invasion. 
Contradictory as it may appear, while the primary 
pathology resulting from bacterial invasion of the 
hepatocystic tract (cholecystitis, cholangitis, chole- 
cystalgia) may be acute, the terminal pathology 
(cholelithiasis ) almost invariably assumes a chronic 
character, Cholecystectasia, cholemia and _per- 


sistent icterus are important evidences of chronicity, 
with inflammatory or cholelithic obstruction of the 
ductus communis choledochus. 

In the treatment of cholelithiasis the only pro- 
cedure worthy of serious consideration is surgical 
intervention, celiotomy being indicated regardless 
of the fact that a positive differential diagnosis is 
sometimes impracticable. Even if it be demon- 
strated after abdominal incision that the pathology 
involves the appendix, the pylorus, the kidney, the 
ureter, the ovary or the Fallopian tube instead of 
the hepatocystic tract, operation was justifiable in 
the interest of the patient; although it must be a 
source of embarrassment to the surgeon who has 
made a positive diagnosis of “gall stones” to execute 
a brilliant operation and find the hepatocystic tract 
normal. “Gall bladder surgery demands—if sur- 
gery of any kind demands—special knowledge and 
experience, knowledge of the highest and experi- 
ence of the broadest. And the first, the most indis- 
pensable bit of knowledge, founded necessarily upon 
experience, is that lesions of the biliary tract can- 
not, in their full extent, be either diagnosticated or 
prognosticated” (Richardson). Undoubtedly every 
conscientious surgeon will agree with the foregoing 
statement, yet the remark is familiar in the litera- 
ture that barring odphorectomy and appendicectomy 
gall-bladder surgery is the simplest and most suc- 
cessful within the entire domain of major surgical 
practice. 

It is interesting to observe that during the evo- 
lution of cholecystic surgery history has several 
times repeated itself, e. g., as cholecystectasia was 
almost invariably found present, it was originally 
suggested that the most appropriate operative pro- 
cedure was simple cholecystotomy, and after evacu- 
ating the solid or semi-fluid contents to suture the 
cholecystic incision. It was considered not only in- 
advisable but distinctly unsafe to institute explora- 
tion of the biliary ducts in search of concretions, 
under the evident prevailing idea that their forma- 
tion occurred only within the gall-bladder, and the 
calculi there found having been removed nothing 
further could be desired. The fallacy of this view 
soon became apparent, when following operation 
the symptomatology was either aggravated or re- 
mained unchanged. 

It was then concluded that prolonged drainage 
was an essential prerequisite to a successful out- 
come, and cholecystostomy (literally cholecysten- 
dysis, since the cholecystic walls were sutured to 
the abdominal parietes) was advocated and prac- 
ticed. After an indefinite period of drainage, if the 
fistula did not spontaneously close an attempt was 
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made to induce obliteration by a secondary opera- 
tion. This procedure was occasionally successful, 
i. e., healing of the drainage tract apparently en- 
sued, but the incision soon reopened and a perma- 
nent fistula oftentimes resulted. As the biliary 
ducts were unexplored, the cause of the obstruc- 
tion thus remaining undisturbed, this was the most 
logical outcome. More important, however, was 
the fact that cholecystendysis and prolonged drain- 
age failed to accomplish the purpose for which the 
operative procedure was undertaken. 
Later peritoneal fixation of the cholecystic walls 
(cholecystopexys) with drainage was practiced 
with equally unsatisfactory results. It was then 
thought that obliteration of the so-called “bile 
reservoir,” which would obviate the necessity for 
drainage, might produce more favorable results, 


and for several years cholecystectomy was the ac- - 


cepted procedure, but the ultimate outcome was not 
always entirely satisfactory from this method of 
treatment for the reasons already stated. 

When later it became the routine practice to 
thoroughly explore the hepatocystic tract by visual 
inspection and digital palpation, the cause of pre- 
vious failures became plainly apparent, i. e., that 
choleliths stones resident within the ducts had re- 
mained undisturbed during operations thitherto in 
vogue. However, cholangiotomy for the purpose 
of extracting imprisoned concretions was still con- 
sidered hazardous, and while the information gained 
by more extended exploration resulted in the aban- 
donment of cholecystectomy, the more dangerous 
procedure of cholelithotrity was instituted in the 
hope that the resulting débris might be extruded 
into the incised cholecyst and thus escape through 
the drainage tract. The logical outcome was the 
infliction of serious damage upon the tissues, and 
consequent failure in the production of enduring 
relief. 

Certain bolder surgeons then began the practice 
of cholecystostomy supplemented by cholelithotomy, 
choledocholithotomy and cholangiotomy with drain- 
age, and it is from this combined procedure that 
the most gratifying and satisfactory ultimate re- 
sults have been secured. Although it was some- 
times found difficult of accomplishment, experience 
demonstrated that the common, the cystic and the 
hepatic ducts could be incised and calculi. resident 
therein removed without materially increasing the 
operative dangers to the patient. 

Quite recently the pendulum of surgical thought 
has begun to swing in the backward direction, and 
prominent surgeons are again advocating that 
cholecystectomy be substituted for cholecystostomy 


and drainage even in simple cholecystitis without 
the presence of concretions. “As a matter of fact, 
cholecystectomy is now largely indicated in gall 
stone disease (?), and it may be said that practically 
all cases of cholecystitis and the large majority 
(probably 80 per cent.) of cases of gall stone dis- 
ease (?) should be treated by cholecystectomy 
rather than cholecystostomy” (Mayo). 

While the views expressed by distinguished au- 
thorities are always entitled to mature considera- 
tion, it is a trite surgical axiom that no organ nor 
structure embraced within the human economy 
should be needlessly sacrificed; and unless path- 
ology implicating the cholecyst has advanced to the 
stage where restoration of functionating capacity 
is improbable, extirpation of the viscus is unjus- 
tifiable. Gastrectomy would appear quite as rea- 
sonable for the relief of gastralgia, gastratrophia, 
etc.; and the most rabid ergasiomaniac would cer- 
tainly hesitate before undertaking such a formidable 
procedure to overcome minor clinical phenomena. 
Moreover, it has been repeatedly demonstrated that 
in the most obstinate examples of cholecystitis, with 
or without cholelithic formation, prompt resump- 
tion of function followed cholecystostomy, cholan- 
giotomy and cholelithotomy with temporary drain- 
age, and there was no recurrence of the clinical 
symptomatology. Therefore, the attempt to revive 
cholecystectomy, which was long ago discarded as 
an unjustifiable procedure excepting when the 
cholecyst is involved in demonstrable malignancy or 
its functionating capacity is otherwise destroyed, 
seems unwarranted by clinical facts; and cholecys- 
tectomy is certainly contraindicated in the pathology 
for the relief of which it is now being recommended, 
viz., “in all cases of cholecystitis, and probably 80 
per cent. of cases of cholelithiasis.” 

The older, more difficult and practically useless 
operative procedures, such as cholecystenterostomy, 
cholecystocolostomy, cholecystoduodenostomy, cho- 
lecystogastrostomy, cholecystoileocolostomy, chole- 
cystojejunostomy, choledochoduodenostomy, chole- 
dochoenterostomy, etc., etc., have been practically 
abandoned in favor of the simpler and more ef- 
fective operations, viz., cholecystotomy, chole- 
cystostomy, choledochotomy (cholelithotomy, cho- 
langiotomy) with temporary drainage, regardless 
of whether the pathology be of recent or remote 
origin when the patient is first observed. 

Conclusions : 

(1) That there are many uncertainties of under- 
standing anent the etiology, histo-pathology, symp- 
tomatology and treatment of cholelithiasis: 

(2) That the hypothesis that bacterial invasion 
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represents the terminal rather than the primary 
factor in cholelithiasis has been clearly disproven: 

(3) That the medicinal treatment of cholelithiasis 
is a delusion, there being no drug which internally 
administered will cause disintegration of definitely 
formed choleliths: 

(4) That the most favorable results may be ex- 
pected to accrue from cholecystostomy, cholelith- 
otomy and temporary drainage: 

(5) That cholecystectomy is illogical and unwar- 
ranted excepting where the cholecyst is already 
damaged beyond hope of functional restoration or 
involved in demonstrable malignancy. 


FATAL POST-OPERATIVE PARALYTIC 
ILEUS. REPORT OF A CASE.* 


O. H. Ketsatt, A. B., M.D., 
LovulISvVILLE, KENTUCKY. 


According to McKenna (1909) paralytic ileus is 
an interference with peristalsis caused by disturbed 
innervation of the intestine, as opposed to mechan- 
ical ileus which is primarily due to physical obstruc- 
tion. The vagus nerve innervates the entire small 
intestine, and irritation of its fibers either causes 
movement throughout the small intestine or in- 
creases peristalsis; on the other hand, irritation of 
the splanchnic nerve tends to inhibit movement of 
the small intestine, and also causes anemia of its 
blood vessels. “The question whether paralytic 
ileus is caused by a disturbance in the anterior 
cornual cells and their corresponding sympathetic 
ganglia giving origin to the fibers of the splanchnic 
nerves, or whether the disturbance takes place in 
the sympathetic plexuses of Auerbach, Meisner and 
Billroth in the intestinal wall, will furnish an in- 
teresting and important field of investigation” 
(McKenna). 

The author mentioned reports two cases of post- 
operative paralytic ileus successfully treated by sec- 
ondary operation, viz., incision of an intestinal loop 
fixed in the abdominal wall, for drainage and subse- 
quent saline irrigation, the fistula being later closed 
by resection and lateral anastomosis. He suggests, 
however, that this method of treatment is attended 
with grave danger and should be undertaken only 
after medicinal means have proven futile, but it is 
apparently indicated in extreme cases in ‘which 
death seems impending, as sometimes occurs in 
(a) paralytic ileus following operation, (b) ab- 
dominal distension caused by suppurative peritoni- 
tis, (c) extreme paralytic ileus accompanying ty- 


*Read before the West End Medical Society, of L ille, 
Kentucky, October 12, 1915, 


phoid fever, (d) injuries to, and diseases of, the 
spinal column producing intestinal paralysis. 


It is claimed by McKenna in a later contribution 
(1913) that the toxic element fully explains the 
cause of death in acute intestinal obstruction. He 


is of the opinion that when the physiologic balance’ 


of the normal intra-enteric secretion (the secre- 
tion from the duodenal mucosa, probably from 
Bruner’s glands) is disturbed, the secretion becomes 
profoundly toxic, and unless this physiologic balance 
is quickly restored, a fatal termination surely and 
swiftly ensues. In other words, any influence that 
leads to an upper intestinal paresis sufficient to stop 
peristalsis blocks the normal flow of the duodenal 
secretion as effectively from the point of view of 
ileus as if the intestine were mechanically closed. 
The blocking of the duodenal secretion may become 
a fatal factor in one of two ways: (a) by direct 
absorption into the blood of a powerfully toxic sub- 
stance, (b) because of improper mixture between 
the secretion of the duodenum and that of the lower 
intestinal tract. 


McLean contends that the clinical picture in both 
mechanical and paralytic ileus is the same. Ne- 
cropsy has shown that in some fatal cases no signs 
of peritonitis were present. The prevailing im- 
pression as to the cause of death in ileus seems 
to be that it is a toxic condition originating from 
absorption of bacteria or their toxins, or absorp- 
tion of altered physiologic secretions of the pan- 
creas, liver, and intestinal mucosa. McLean pre- 
sents experimental data which he believes clearly 
refute this idea, and therefore concludes that death 
is not due to toxemia. Marked loss in weight 
was invariably noted, usually amounting to one- 


tenth of the body weight before death, probably 


attributable to loss of body fluids (vomitus, etc.), 
which he believes must have a tremendous effect 
upon blood pressure. Braun has shown in blood 
pressure experiments that death of animals from 
ileus differed in no sense from those bled to death 
slowly. Consequent upon the reduction in blood 
pressure is disturbance in the cerebral circulation, 
which McLean considers a prime factor in the 
direct cause of death from ileus. Hartwell and 
Hoguet have demonstrated that in experimental 
ileus in dogs life can be prolonged by introducing 
saline solution to replace the fluids lost. The 
rational treatment, based upon his experiments, 
as suggested by McLean is: (a) to subdue the 
distension (ileocolostomy), and (b) to restore the 
fluids lost by hypodermatoclysis, proctoclysis, etc. 


Behan defines ileus as any more or less complete 
mechanical or functional obstruction occurring be- 
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tween the gastro-esophageal opening and the sig- 
moid flexure of the colon. Mechanical ileus is 
divided into intra-, inter-, and extra-mural changes 
in the intestinal walls which may cause ileus by 
pressure. Paralytic ileus is entirely opposite to 
the spasmodic type and is due to inhibition of the 
vagus, the nerves of Auerbach’s plexus, or the 
nervus pelvicus, or to stimulation of the sympa- 
thetic. Paralytic ileus may result from pressure 
on the mesenteric glands; central lesions may also 
act as causative factors. Ileus may also follow the 
administration of an anesthetic; occurring within 
twenty-four or forty-eight hours after operation, 
it is the result of reflex causes (Allen) ; occurring 
a few days after operation, it is due to peritonitis ; 
occurring a long time after, it is due to adhesions. 
Behan believes the prognosis is distinctly unfavor- 
able. The causative factors producing death are: 
(a) loss of fluids—22 per cent. loss of fluids causes 
death (Richardson); (b) pressure on heart and 
lungs (Oppenheim); and (c) toxemia from ab- 
sorption of toxins (Clairmont-Ranzi). In paral- 
ytic ileus the author recommends the treatment 
advocated by McLean, in which the aim is to relieve 
the distension and fill the depleted vessels. Fre- 
quent gastric lavage is recommended; the fluid loss 
should be supplied either by the Murphy drip or by 
subcutaneous or intravenous injections of saline 
solution; cathartics are contraindicated; morphine 
is seldom beneficial; eserine and adrenalin may be 
advantageously employed; strychnine should be ad- 
ministered in large doses. In paralytic ileus opera- 
tive intervention is of doubtful utility. 


In 133 cases of ileus operated upon by Tietze ex- 
aggerated peristalsis was pronounced in all except- 
ing those in which peritonitis had already developed 
or the obstruction was not organic. Wahl declares 
that strangulation ileus and dynamic occlusion of 
the intestine act alike on peristalsis, i. e., paralyzing 
it. The importance of distinguishing between in- 
testinal paralysis and mechanical obstruction is re- 
garded so vital that he does not hesitate to say 
that “in the former case an operation is a blunder, 
—excepting when a fistula into the bowel is directly 
planned—while with mechanical obstruction an op- 
eration can be at worst merely hastening the al- 
most inevitably required intervention.” Of 81 pa- 
tients with mechanical ileus 41 died; of 35 with 
ileus from internal incarceration, volvulus or ad- 
hesions 9 died; of 4 with torsion of the omentum 
none died; of 9 with ileus from necrosis of the 
pancreas 5 died—a total mortality of 42.1 per cent. 


Andries believes that the critical condition of a 
patient suffering with ileus is largely due to loss of 


body fluids. In post-operative ileus not quickly 
yielding to gastric lavage and enemata, enterostomy 
is a life-saving measure. In advanced cases of 
peritonitis in which abdominal distension is marked, 
enterostomy is a logical procedure which deserves 
universal adoption. 

The following case of post-operative paralytic 
ileus is the only one of the kind that has come 
under my personal observation. The case has been 
extremely interesting to me, and for that reason I 
may be excused for reporting the history in detail. 


Mrs. M. W., aged thirty-five, mother of one child, 
had been anemic and in poor general health for sev- 
eral years. I was called to see her in consultation 
with the family physician June 28, 1915. The only 
features of interest developed by careful clinical 
and anamnestic investigation were, a history of gen- 
eral ill-health extending over a prolonged period, 
and persistent dysmenorrhea since shortly after the 
birth of her child about nine years ago. Physical 
examination revealed a distinct tumor mass upon 
each side of the pelvis near the uterus, but appar- 
ently not intimately connected therewith. Based 
upon these findings the diagnosis of bilateral pyo- 
salpinx was made: Operation advised and accepted. 

Celiotomy with bilateral salpingo-Gophorectomy 
performed June 29, 1915. The tubes and ovaries 
were fortunately removed without rupture, and the 
abdomen was closed without drainage. No un- 
toward symptom was noted during the anesthesia, 
and the patient was returned to bed in fairly good 
condition. She had considerable emesis after re- 
covering from the effects of the anesthetic, which 
at the time was not believed to indicate anything 
extraordinary. The following information is taken 
from the hospital daily clinical charts. 

Operation June 29th. At 5 P. M. July Ist, pulse 
100, temperature 98.3° F., respirations 24; emesis 
occurred about 1:30 P. M. 

July 2nd, 8 A. M., pulse 80, temperature 98.2° F., 
respirations 20; patient feeling better than previous 
day. Same date at 11 A. M. high enema of glycer- 
ine two ounces, Epsom salts two ounces; the solu- 
tion returned highly colored, with particles of feces 
and much flatus. At 1:30 P. M. high enema re- 
peated; solution returned highly colored; large 
amount of hard feces expelled ; much flatus. Shortly 
thereafter emesis, light greenish fluid; moderate 
abdominal distension noted, but the patient felt bet- 
ter and retained the contents of a bottle of mag- 
nesium citrate. At 9:30 P. M. high enema, followed 
by much flatus; small quantity of feces. Patient 
nauseated but resting well. 

July 3rd. 8 A. M., pulse 96, temperature 97.3° 
F., respirations 24. Emesis, large amount of brown- 
ish fluid, earlier in the morning. Proctocolysis com- 
menced in the afternoon. Retained albumen water 
and beef broth beginning the day before. During 
the night of July 3rd she retained three pints of 
saline solution. 

July 4th, 10 A. M., natural defecation, large 
amount thin dark colored feces; pulse 80, tempera- 
ture 98.2° F., respirations 20. Bowels moved again 
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at noon, also at four o'clock, and several times 
later. Proctoclysis continued. Retained butter- 
milk and broth. 

July 5th, 8 A. M., given coffee and toast, which 
were retained; pulse, temperature and respirations 
normal. Defecation, large amount of soft feces. 
Nausea again appeared at noon; vomited several 
times—brownish fluid and smal! amount of blood. 
At five P. M. retained toast and pineapple juice. 

July 6th, passed restful night; nausea about 9 
A. M., but no emesis. High enema at 10:30; solu- 
tion returned highly colored; small particles of 
feces and some flatus. During preceding days there 
was some abdominal distension, but no special point 
of tenderness could be discovered at any time. At 
12:30 P. M. large soft defecation; feeling well, ate 
mashed potato, egg and toast. At 2 P. M. pulse 
82, temperature 98.2° F., respirations 20. Pheno- 
lax wafers given, two at six P. M. and two at eight 
P. M.; patient appeared nervous and was unable 
to sleep. 

July 7th, 8 A. M., toast and coffee retained ; low 
enema followed by copious evacuation. Emesis 
several times during the morning. At 5 P. M. emesis, 
yellow watery fluid, offensive odor, recognized as 
fecal. Gastric lavage at 7 P. M.; pulse 96, tempera- 
ture 98.3° F., respirations 24. Considerable soft 
distension, over entire abdomen. Two high enemata 
at intervals during evening; solution returned highly 
colored, with particles of feces and flatus. 

July 8th, 9 A. M., high enema; solution returned 
almost clear but accompanied by flatus. Gave cas- 
cara pills, eserine 1/30th grain hypodermatically 
every two hours; strychnine had been administered 
regularly since date of operation. Abdominal dis- 
tension still soft and general. During evening of 
same date, high enema of milk of asafoetida one 
pint, water one pint; solution slightly colored; still 
some flatus ; distension continued. 

July 9th, 8 A. M., emesis earlier in morning, fecal 
material. Gastric lavage practiced; milk and mo- 
lasses enema; solution returned unchanged. Pulse 
100, temperature 98.5° F., respirations 22. Given 
one drop doses croton oil one hour apart, also atro- 
pine 1/150th grain and strychnine 1/30th grain, 
every three hours. Gastric lavage during the even- 
ing; always removing large quantity fluid having 
fecal odor. Emesis continued, fecal in character. 

July 10th, 9 A. M., repeated milk and molasses 
enema; fluid returned as it entered, accompanied by 
flatus. Proctoclysis continued at intervals; no 
vomiting since early morning. 

July 11th, 9 A. M., high enema; solution returned 
clear. Administration of spiritus frumenti com- 
menced, half ounce every three hours. At 9 P. M. 
patient resting comfortably. In the early morning 
this -date, after gastric lavage until fluid returned 
clear, eight ounces of Russian oil were introduced 
into the stomach through the tube. At 11 P. M. 
small, thin, involuntary defecation, later followed by 
flatus and large fecal movement. Abdominal dis- 


tension considerably less; pulse 100, temperature 
101.3° F., respirations 16. 

The bowels moved involuntarily many times July 
12th, and the patient again retained nourishment. 


Involuntary defecation July 13th, none on the 14th. 
Gastric lavage continued morning and evening. Rus- 
sian oil repeated July 14th. Natural defecation 
morning of the 15th; temperature 99° to 101° F., 
abdomen again markedly distended. 

July 16th; 9 A. M., high enema, followed by large 
formed defecation; much flatus. During the eve- 
ning of this date fecal vomiting again occurred, ab- 
dominal distension rapidly increased, and in spite of 
all that could be done the patient died at 4 o’clock 
A. M. July 17th, 1915. Necropsy not permitted. 

On account of the gradual onset, the general 
soft, “gassy” abdominal distension, with no points 
of special tenderness, the entire absence of peris- 
talsis and borborygmus, I diagnosed this case as 
one of post-operative paralytic ileus. Had there 
been the least peristaltic movement, it could have 
been easily detected on account of the thinness of 
the patient’s abdominal wall. Of course, it is well 
known that in mechanical obstruction violent peris- 
talsis occurs above the site of the obstructing lesion. 
It will be noted that the patient’s temperature re- 
mained normal for about a week after the operation. 

Under all the circumstances I could see no reason 
for reopening the abdomen in this case. In my 
experience it has been found necessary to reopen 
the abdomen only once. That was also in a case of 
bilateral pyosalpinx in which the patient’s bowels 
refused to act after the original operation. There 
was violent peristalsis, borborygmus, and a localized 
point of tenderness. Defecation did not occur for 
six days; the abdomen was then reopened and high 
along the ileum where it had not been touched dur- 
ing the operation a small adhesion and kinking 
were found. As soon as the pathology was relieved 
free defecation occurred, and the patient made a 
rapid and satisfactory recovery. This, however, was 
clearly a case of mechanical obstruction. 
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PAIN IN BREAST CANCER. 

Pain has been looked upon as a valuable symp- 
tom, particularly as applied to tumors of the breast, 
but it is most misleading. Up to the point of cell 
degeneration and breaking down of tissue or where 
there is pronounced pressure upon adjacent struc- 
tures, cancer, in its early stage, is not painful. 
Rodman says that rarely if ever does cancer of the 
breast become painful the first year. If we wait 
for pain to develop often the day of ‘salvation is 
past—J. S. Rarpon, in The Ohio State Medical 
Journal. 
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EMPLOYMENT OF THE AUTOMOBILE TO 
DEVELOP CURRENT FOR 
RADIOGRAPHY. 

C. R. M.D., 

THURSTON, OHIO. 


The photograph shows the generation of cur- 
rent for a portable «x-ray outfit by a gasoline auto- 


The one used by me and shown in the illustration 
is a Studebaker “Six.” 

I have a split pulley mounted on the propeller 
shaft underneath the front floor boards. The gen- 
erator is placed on the front seat, after removing 
the cushions, and attached with a belt to the pulley 
on the propeller shaft. 

The generator, which is of the A. C. type, has 


Fig. 1 shows generator on front seat of Studebaker automobile, 


belt running from 


ulley on drive shaft to generator, volt-meter in 


series, and wire cables running from generator into patient’s house. 


mobile entirely independent of any commercial cur- 
rent. Any style of automobile having the trans- 


Fig. 2. A radiogram made with portalie x-ray coil activated by 
generator run by automobile motor. 


mission on the rear axle and the propeller shaft 


exposed can be readily employed for this purpose. 


a capacity of 10 amp. and 110 volts at 2,000 
R.P.M. By using a small pulley on the generator 
this speed is very easily obtained and the six- 
cylinder motor will maintain a current without any 
marked variation. A volt-meter, as shown in the 
illustration, is attached in circuit with the generator, 
and the car motor is speeded to give the proper 
voltage. 

From the generator runs a pair of wires in a 
flexible cable to the bedside of the patient, where 
they are connected to the «-ray apparatus in the 
following manner: At the terminal of the line wire 
is a fuse box of the proper capacity to protect the 
coil. After passing through the fuse have two 
household pull chain sockets mounted in close ap- 
position, and so arranged that when the circuit is 
closed in one it will be open in the other. Fasten 
the pull chains of each together so that they can 
be switched at the same time. 


In one of the sockets place the plug attachment 
of the coil, and in the other a 500-watt incandescent 
bulb, which is approximately the capacity of the 
coil used. Adjust the speed of the generator to 
proper voltage with the light bulb in circuit, then 
pull the chain and the current will pass through 
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the coil. Pull the chain and again light the bulb 
after the proper exposure has been made. 

Considerable care should be used in selecting a 
coil for this purpose. I have found the Campbell 
Model E excellently adapted for this use. It is 
light and compact which affords easy transporting 
and installing and it gives a good, clear radiograph 
with short exposure. It can also be used for 
treatment. 

This outfit can be connected up in 15 minutes 
time after arriving at the home, and fills a long 
known need for the successful treatment of frac- 
tures in the rural districts where commercial cur- 
rent is not available. 


PARONYCHIA. 

Paronychia or “run around” is often very trouble- 
some and sometimes long continued under the usual 
manner of treatment. The keynote here also is 
relief of tension and drainage. To obtain this, one 
should make an incision parallel to the outer 
borders of the involved nail, avoiding the nail or 
its matrix and carrying the incision high enough 
on the finger to reach the bottom of the sulcus. 
Then push back the eponychium lifting up the 
base of the nail, which will be found quite loose, 
turn it out with sharp-pointed scissors, leaving, 
however, the distal portion of the nail which is still 
attached. Pack lightly the space thus uncovered 
to secure capillary drainage and then use hyperemia 
and antiseptics by moist hot dressings and the 
tubber band lightly applied at the most proximal 
part of the finger—S. J. WaTERworTH, in The 
Pennsylvania Medical Journal. 


Types OF ULCER SYMPTOMS. 

1. The regular type of duodenal ulcer is looked 
upon as that in which the pain or distress comes 
within two to five hours after meals, accompanied 
by gas, sour stomach and vomiting, one or all ap- 
pearing about the same hour, and continuing until 
the next meal, or until food, an alkali, vomiting or 
irrigation brings comfort by relieving the acid state. 
These symptoms are repeated with certain uniform- 
ity each day for days, weeks or months, and then 
there is an intermission of perfect ease, or at least 
a marked remission ensues. These periods of attack 
and intermission may come and go for years, the 
only change, perhaps, being an increase in severity 
until the time comes when complications have al- 
tered the gastric movements and functions. 

2. The regular gastric type, as we prefer to con- 
sider it, has the same periodicity and the same 


group of symptoms, though not so clearly cut as in 
the duodenal lesion, but, as we have shown, in at 
least one-fourth of the cases the difference is 
quite indistinguishable. Pain or distress comes 
sooner after meals, does not continue so clearly to 
the next meal, may cease for a time to begin again 
before the following meal, and is often eased by 
food, though not so often nor so clearly as the pain 
of duodenal ulcer. Fear of food-pain is more often 
noted. Food in small amounts gives ease, while in 
larger amounts it gives pain. Hunger-pain is not 
so clear cut, and not so frequent, because the pain 
may pass before mealtime arrives. Careful diet 
seems to give more relief than in duodenal ulcer, 
unless complications are present. Sour food is not 
so troublesome in the high as in the low ulcer, and 
the position of the body as well as physical activity 
plays a more important ease réle in the gastric than 
in the duodenal cases. A definite intrinsic gastric 
complaint runs throughout the history, though the 
features seem less clear cut than in duodenal ulcer, 
and one feels a greater lack of certainty in the 
diagnosis. However, the fact remains that the final 
diagnostic figures in this series hold clearly as well 
in the gastric as in the duodenal types. 

3. The irregular peptic ulcer type of history has 
lost the distinctive time of onset of symptoms and 
their control. We find such histories in cases of 
obstruction, perforation with adhesions, hour-glass 
stomach, saddle ulcer, lesions of large areas, or any 
condition where function and movement are limited. 
—CHRISTOPHER GRAHAM, in The Boston Medical 
and Surgical Journal. 


ProsTATIC ABSCESS. 

In urinary disturbances originating in prostatic 
disease, it is essential to ascertain the exact lesion. 
In acute prostatiti, concerning which’ there shculd 
never be any diagnostic confusion, beside the fre- 
quency, tenesmus, and blood which are its constant 
symptoms, there is at times an acute retention due 
to abscess formation which encroaches upon the 
urethral canal and finally shuts it off entirely. Put 
your finger into the rectum and you will feel a large, 
painful, hot fluctuating mass. The history of a re- 
cent gonorrhea will make the diagnosis clear. The 
patient will tell you that he contracted gonorrhea 
about four weeks previously, and that the discharge 
had about ceased, when suddenly he was seized with 
frequency, urgency, pain, and bleeding at the end of 
micturition. There later develops a terrible pain 
in the prostate and abscess formation has taken 
place—CLarence Martin in the N. Y. Medical 
Journal. 
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CONCERNING THE TEETH. 


Medicine until very recently has failed to take 
cognizance of the teeth. Dentistry developed as 
a cognate but independent art. With meager prep- 
aration in the fufidamentals of pathology and the 
principles of surgery, dentists have gone on in 
their own way practicing this very important branch 
of surgery. So long as they confined themselves 
to extracting decayed teeth and making artificial 
dentures to take their places, they were well within 
the range of their capabilities; but when they un- 
dertook the treatment of teeth which had lost their 
blood supply and innervation and had become for- 
eign bodies, a degree of knowledge was required 
which the education of the average dentist did not 
provide. Thus for a long period root-canals, con- 
taining dead nerve and other structures, encased in 
a mineral wall, have been closed and hermetically 
sealed with caps and fillings. 

In the course of time the tendency is for these 
canals to become infected, either directly or through 
the blood and lymph streams. Being closed ex- 
ternally by caps and fillings, drainage is impossible. 
The infection proceeds inward, passes through the 
apical foramena, and attacks the socket lining, and 
then the bone at the apex of the socket. The back- 
woodsman and the poor, not having access to 
dentists, permitted their teeth to rot off, and thus 
were always provided with drainage of their root- 
canals; they have been spared the physical ills and 
disasters which visited those who thought they 


were more enlightened and who went about with 
“a mouth full of gold.” It is difficult to think of a 
more dangerous and unsurgical procedure than the 
sealing in of root-canals, containing dead animal 
tissue; but this is what dentistry has been doing 
for the past twenty years. Perhaps we should 
not say dentistry, but dentists; because there have 
been a few enlightened men in this profession who 
have understood the pathological principles in- 
volved and have conscienciously cleaned out and 
filled root-canals down to the véry apex before 
sealing the canal with cap or filling. Still the 
great majority of people, who have undergone 
dental operations upon dead teeth, have had this 
surgical crime perpetrated upon them. 


Now, at the other end of the dilemma, the phy- 
sician and surgeon have been treating constitutional 
diseases of unknown infective origin. A great step 
in advance was made when it was discovered that 
the tonsils were a source of constitutional infection, 
and played an important rdle in the etiology of 
rheumatism. But the information which has been 
acquired concerning the tonsils has been quite in- 
adequate, and there has remained a wide hiatus still 
to be filled. Rheumatism, arthritis deformans, val- 
vular diseases of the heart, arteriosclerosis, neu- 
ralgia, and the countless lesions secondary to these, 
have had an unknown etiology until the newer 
light has been thrown upon the sources of infection. 
Recent researches have identified the intimate con- 
nection between the infections of the roots of the 
teeth and these constitutional diseases. Teeth that 
give no pain or other local symptoms, and which 
have been “successfully” crowned, upon Roentgen- 
ray examination are found to have infective pro- 
cesses at their roots which result in the rarification 
of bone and the development of cavities containing 
growing bacteria. The streptococcus viridens has 
been commonly found in the bone cavities at the 
ends of the roots of such teeth. It is often present 
in pure culture. This organism has been found in 
the exudate on heart valves and in rheumatic joints. 


What is of much importance to the surgeon, the 
same organisms that are found in these cases of 
infected teeth are found also in ulcers of the stom- 
ach and duodenum. Curiously enough, streptococ- 
cus viridens, taken from a gastric ulcer, and injected 
into the blood of an animal will in a large propor- 
tion of cases produce gastric ulcer in the animal. 
In such ulcers of blood origin, the same streptococ- 
cus can be recovered. It is a well-known principle 
in surgery that lesions of infective origin heal 
when the infective focus is removed, however re- 
mote it may be. It is possible that our surgery of 
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gastric and duodenal ulcers should begin with the 
teeth. 

The up-to-date dentists are now teaching the 
surgeon some of the things that must have a pro- 
found influence on surgical practice. It is obvious 
that, among other things, not only must the dentist 
make Roentgen-ray pictures of the teeth and alveo- 
lar processes, but the surgeon also must have this 
information in all cases of doubtful infective 
origin. 

’ These root infections are something quite inde- 
pendent of alveolar disease due to the ameba. From 
the surgical standpoint they require drainage. Re- 
moval of the tooth supplies this requirement; but 
the modern dentist has taken a step in advance of 
general surgery. He attempts sterilization without 
drainage. The streptococcus viridens is not a pus- 
producing organism. Modern dentistry proceeds to 
clean out the root-canal, removing all animal matter 
down to and through the apical foramen. There re- 
mains the infection in the periapical tissues and the 
bone. Salt solution is passed into the canal and 
beyond; a wire of pure zinc is then introduced 
through the canal; through this a strong electric 
current is passed for the purpose of producing elec- 
trolysis. Theoretically the sodium chlorid is split 
up and pure zinc is liberated from the wire. The 
nascent chlorin and chlorid of zinc which are 
formed possibly contribute to the sterilization of 
the infected focus. Whatever happens, one thing 
is observed, and that is that the granulation tissue 
which fills the cavity becomes replaced by bone 
after a few treatments and filling of the canal. 

Modern dentistry is thus taking a step in advance 
of general surgery. It has taught us that the teeth 
are the sources of infection in many diseases in 
which we have been satisfied to treat the symptoms 
because we did not know that there was anything 
else to treat. It is now teaching us that infection 
associated with a foreign body, such as a dead tooth, 
may be treated and cured without removal of the 
foreign body. 

The time has now arrived when no hospital, or 
clinic, doing general surgical work, can be re- 
garded as being upon a scientific basis unless it 
has a dental department, with facilities for the 
finest Roentgen-ray examination of the alveolar 
processes and facilities for treating the infections 
which are associated with the teeth—J. P. W. 


THE BROADENING OF ORTHOPEDIC 
SURGERY—THE AMERICAN JOURNAL 
OF ORTHOPEDIC SURGERY. 

With its current issue that important publication, 
The American Journal of Orthopedic Surgery, 


undergoes a significant change. Formerly a quar- 
terly published by the American Orthopedic Asso- 
ciation to replace: its annual Transactions, and 
largely limited in contributions and circulation to 
the membership of that body, the Journal is now a 
monthly, published for but not by the association 
and expanded in its purpose to represent “the vast 
amount of work that is now being done in bone and: 
joint surgery in its widest meaning.” 

The significance in this journalistic happening is. 
of the broadened sphere of orthopedic surgery. In- 
deed, the modern orthopedist is not or, at any rate,. 
will not much longer continue to be, merely an or- 
thopedist, i. e., a corrector of deformities. He-is 
not content to confine himself to the application of 
arches, braces and plaster casts, the cutting and 
transplanting of tendons. He is reaching out to 
invade another territory in the dominion of the gen- 
eral surgeon, viz., the entire field of bone and joint 
affections—traumatic infectious and neoplastic, as. 
well as congenital. 


That a considerable number of general surgeons. 
have devoted much time to the study of bone and 
joint pathology, that some of them have largely spe- 
cialized in this field, is indicative, we think, of a 
transition stage in the development of a new spe- 
cialty ; and the general surgeons must look to their 
laurels if they do not wish to see this highly inter- 
esting work taken away from them. 

The expansion of orthopedic surgery into the 
surgery of the bones, joints and muscles, not yet an 
accomplished fact, to be sure, is parallel with the 
development of gynecology to include, in practice, 
abdominal surgery—ground which the general sur- 
geon grudgingly shares. but has not surrendered. 
It is comparable, too, to the development of an- 
drology—divorced from syphilography and derma- 
tology, its former ill-mated consorts—into genito- 
urinary surgery, a special field in which, again, 
however, the general surgeon acknowledges the in- 
vader without evacuating the territory.—W. M. B. 


“LOCAL TONSILLECTOMY’—AND SOME 
OTHER THINGS. 


In medical writing, reasonable condensations and 
abbreviations are usually not objectionable and 
often quite desirable; thus, such expressions as, 
“the Wassermann was negative,” “diazo positive,” 
although not elegant and certainly not accurate, 
hardly deserve criticism, for they have grown into 
general usage, and the omission of the word “re- 
action” neither confuses the meaning nor does great 
violence to good taste in scientific language. How- 
ever, we have complained before, and must again, 
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of the appearance in cold print of such slang as 
an acute abdomen, a chronic appendix, the patient 
had no temperature. But if one understands in this 
operating-room slang that an acute abdomen means 
an acutely diseased abdomen, that a chronic appen- 
dix means a chronically diseased appendix or chron- 
ic appendicitis, that the patient had no temperature 
means that the patient had no fever, what, oh what, 
is one to understand by the expression local ton- 
sillectomy? Are not all tonsillectomies local? And 
yet in a recent publication we twice encountered 
local tonsillectomy, when the author meant Jocal 
anesthesia tonsillectomy! 


Literary style and fine writing, however desirable, 
are not essential to purely scientific articles; they 
are qualities which only a few possess. But a cer- 
tain amount of accuracy in expression and a de- 
cent respect for our written language ought to gov- 
ern all those who would put their thoughts in print. 


While we are in scolding mood we would com- 
plain of the tantalizing mistake that the great ma- 
jority of contributors make, namely, writing or past- 
ing legends for illustrations on the pictures them- 
selves. It seems curious that this should be done 
by so many authors who ought to know better, for 
a moment’s reflection would tell them that the 
photographs or drawings must go to the cut maker, 
while the captions must go to the printer. When, 
as is usually the case, the legends are written or 
pasted (and usually pasted abominably tight) on 
the pictures the editor must have all these titles 
copied for the printer. The proper thing for the 
author to do, of course, is to write out all the 
legends, properly numbered, at the end of the 
manuscript; the illustrations are simply to be 
marked on the back with his name and the serial 
number, “fig. 1,” “fig. 2,” etc. 


We would also complain, even more feelingly, 
of the author who submits his manuscript closely 
typewritten, evidently assuming that it is a perfect 
composition in which there can be no need of edi- 
torial correction. Articles thus written are the 
ones that need correction most! 


We may some day yield to the strong temptation 
to write an artitcle on how to write an article. Per- 
haps we had best withhold the rest of the command- 
ments until we may inflict this preachment upon 
a profession that will probably be too busy to bother 
with it—W. M. B. 


After anal operations it is advisable to remove the 
tampon tube in 48 hours or earlier. Left longer, 
the tube may cause a troublesome edema. 


Letter to the Editor 


THE ALLEN TREATMENT IN DIABETIC 
GANGRENE. 
Columbus, O., January 13, 1916. 
Editor, AMERICAN JOURNAL OF SURGERY: 


The January issue of your Journal came in to- 
day, and I have read with interest your editorial 
on the Allen treatment of diabetes in its relation to 
surgery. In connection with this editorial the fol- 
lowing brief résumé of a case may be of interest: 

J. A. S., aged 65, was seen by me in consultation 
December 16, 1915, with the expectation of an im- 
mediate amputation for gangrene, but finding sugar 
in his urine I declined to operate until he was in 
better shape, as I feared a catastrophe. He was at 
once put on the Allen treatment, and I sent my 
copy of the October issue of the American Journal 
of the Medical Sciences to the attending physician, 
who carried out the treatment. Several specimens 
of urine were sent to me and examined by my 
regular pathologist. The sugar promptly disap- 
peared from the urine, as did also the diacetic acid 
and acetone. My pathologist was so interested 
in the case that he drove in his machine thirty miles 
to get a specimen of blood, which showed the pres- 
ence of sugar. After three weeks of treatment 
there was marked general improvement, but no 
special improvement in local conditions. I then 
amputated; a rapid amputation in the lower end 
of the thigh. The operation went off without any 
hitch, there was no hemorrhage, and he took the 
anesthetic (ether) beautifully. I am sorry to say, 
however, that diabetic coma, which we had been 
fearing, developed quite promptly. I operated on 
the afternoon of January 5th, and he died in coma 
a little before midnight of the 7th. 

I have operated upon a considerable number of 
diabetics in years gone by, before we knew any- 
thing of the Allen treatment, and I recall but one 
other case in which coma followed so rapidly; all 
others, I think, made at least temporary recoveries. 

Very sincerely yours, 
J. F. Batpwin. 


Surgical Suggestions 


Indolent, sloughy ulcerations in dusky red raised 


skin infiltrations are often gummatous. 


Rectal and sigmoidal cancers are too often 
treated for “dysentery.” An examination of the 
lower bowel, important in all doubtful cases, should 
never be omitted in patients with mucous or bloody 
discharges. 
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Surgical Sociology 


Ira S. Wile, M. D., Department Editor. 


Is VENEREAL PROPHYLAXIS IN THE Navy A 
FAILURE? 


Surgeon Richman Holcomb of the United States 
Navy, writing in the January issue of The Military 
Surgeon, disputes the success of present methods of 
venereal prophylaxis in the navy. While it is true 
that the problem of prevention of venereal diseases 
represents a distinct type of activity in the navy, 
the question asked is of sufficient general impor- 
tance to note his answer. 

From the standpoint of military and naval au- 
thorities, venereal diseases may be attacked along 
three lines—moral prophylaxis, punitive prophy- 
laxis, and medical prophylaxis. The first two meas- 
ures have had a variable course and as a whole 
have not been developed to their fullest possibil- 
ities. Moral prophylaxis is an immense social 
movement and can attain success only when moral 
ideals are thoroughly assimilated and practically be- 
come part of personal religion. It is but natural 
that propaganda of this character to be practical 
cannot be delayed to the post-pubertal period or 
maturity of men such as those enlisting into the 


military or naval branches of the service. 


The greatest field for moral prophylaxis is in- 
separably connected with the training to be received 
during the early years of life in the home, supple- 
mented by teachings in church or school during the 
period of adolescence. Furthermore, the general at- 
titude of the medical profession toward the moral 
problems related to venereal diseases requires 
greater crystallization and more forcefulness. It is 
obvious that the peculiar mode of living of our 
naval forces opposes marked progress of moral 
prophylaxis. 

Punitive prophylaxis seeks to reach men’s morals 
through their pocketbooks. It aims to deprive an 
unlisted man of his pay during a period of time 
when he is invalided because of his misconduct, to 
use the words of the law, rather than from injuries 
received in line of duty. The adoption of this 
measure in the navy has failed to have the restrain- 
ing influence that was originally attributed to it and 
the term “misconduct” is not sufficiently definite to 
permit punitive measures to be adequate and justly 
applied. 

In 1909 a propaganda was developed to secure 
the co-operation of commanding officers and med- 
ical officers in combating venereal diseases. It was 
ordered that proper space be provided for the ad- 
ministration of prophylactic measures to men who 
had exposed themselves during leave of absence to 
venereal diseases. These orders have been followed 
out for six years and all cases of venereal diseases 
were admitted to the sick list for one day for pur- 
poses of record, regardless of whether the disease 
incapacitated the man for service or not. Naturally, 
this statistical procedure caused a large increase in 


the number of admissions of enlisted men for ven- 
ereal diseases. Considering admissions alone, the 
rate practically doubled during the six years follow- 
ing the introduction of the law as compared with 
the six years preceding, in the case of gonorrhea. 
A similar increase was noted for chancroid. For 
syphilis the increase was slight, but nevertheless 
apparent. 

From the standpoint of navy efficiency, the degree 
of incapacity is of greater importance than the 
mere rate of admission. “Considering the damage 
rate to be the total number of men per thousand 
whose services were lost to the government for the 
full period of one year, the average rate for gon- 
orrhea for the six years before the introduction of 
prophylaxis was 1.06 per thousand, while for the 
subsequent six years the average rate was 1.47 per 
thousand.” For chancroid the corresponding fig- 
ures were .440 per thousand and .451 per thousand. 
From these two figures, it is patent that the 
prophylactic services were markedly unsuccessful. 
The damage rate for syphilis previous to the insti- 
tution of prophylaxis was 3.59, while for the six 
years succeeding its introduction the rate was 3.21 
per thousand. This improvement in the damage 
rate does not attest the success of prophylaxis but 
is rather indicative of an improvement in the treat- 
ment of syphilis. 

It is obvious from the figures above mentioned 
by Surgeon Holcomb that venereal prophylaxis has 
not fulfilled its early promise. A potent reason for 
the failure of medical prophylaxis lies in the fact 
that the preventive measures were not immediately 
applied but were utilized after varying periods of 
delay, frequently after many days, owing to the in- 
difference or lack of interest of some of the enlisted 
men to preventive measures organized to protect 
them from the results of their own activities. 

It has been fairly well established that prophylac- 
tic treatments in order to be successful must be ap- 
plied very promptly after the coitus. The longer 
the period of time elapsing between the exposure 
to infection and the application of protective med- 
icaments, the less likelihood there is of success. 

The stress that is being placed upon venereal 
prophylaxis apparently has not been warranted by 
the naval experience. Such hygienic measures 
possess value only when there is prompt utilization 
of them. More important, however, from the 
standpoint of prophylaxis is the general lack of 
high moral ideals in matters pertaining to sex. 
These two factors appertain to the civil community 
with as great force as to those in the army or navy. 
These observations of a thoughtful naval surgeon 
merit the consideration of the profession and his 
plea for a stronger sympathy with the moral aspects 
of this problem deserves attention. 

The solution of the problem of venereal diseases 
is not to be sought in campaigns for the use of ven- 
ereal prophylaxis nor in the establishment of seg- 
regated districts. The foundation of the entire ven- 
ereal problem is deeply entrenched in the very moral 
being of mankind. Until moral development as- 
sumes a higher and more spiritual plane, the sex 
problems will continue to undermine the physical, 
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mental and moral forces of the community and the 
grist of physical and mental invalids will continue 
to fill our hospitals, dispensaries, asylums, and 
penal institutions. 


Book Reviews 


Text-Book of Nervous Diseases. For the use of stu- 
dents and practitioners of medicine. By CHartes L. 
Dana, A.M., M.D., L.L.D., Professor of Nervous Dis- 
eases in Cornell University Medical College; Neurolo- 
gist to the Montefiore Hospital; Neurologist to the 
Women’s Hospital, etc., etc. Eighth Edition. Octavo; 
632 pages; 262 illustrations, including four plates in 
black and color. New York: WM. Woop & Co., 1915. 


A book that has reached eight editions in 23 years is 
almost hors concours as far as a critical review 
is concerned. We need only say that this book is even 
more valuable than its predecessors, owing to numerous 
emendations, additions and revisions. Of the more im- 
portant changes we mention the following: The chapter 
on the Anatomy of the Nervous System has been left out. 
This is wise in a book that aims to be as practical as this 
one. The chapters on Syphilis and Serology of the Nerv- 
ous System have been completely rewritten. This applies 
also to the chapters on poliomylitis, cerebro-spinal menin- 
gitis, and tumors of the spinal cord and brain. In addi- 
tion, many new illustrations have been added. 

The work maintains its air of authority and scholarship, 
and is unquestionably one of the best books upon the sub- 
ject with which we are acquainted. 


The Nose, Throat and Ear. Their Functions and 
Diseases. A Treatise upon the Breath-road, Food- 
road and Accessory Organs. By Ben Crarxk GILE, 
M.D., Instructor in Otology in the University of Penn- 
sylvania and formerly Assistant in the Throat and 
Nose Dispensary of the University Hospital; Assist- 
ant in the Department for the Nose, Throat and Ear, 
and Dispensary Chief at the Presbyterian Hospital; 
Consulting Laryngologist to the Taylor Hospital and 
formerly Instructor in Otology in the Polyclinic Hos- 
pital and Post-graduate School of Medicine, Philadel- 
phia. Small octavo; 456 pages; 131 illustrations, 8 in 
colors. Philadelphia: P. BLaxiston’s Son & Co., 1915. 
$2.75, net. . 


Gile has taken for the basis of his book a few anatom- 
ical facts which he has correlated to their physiological 
use, and upon this he has developed the exposition of 
pathological conditions. The volume is mainly for teach- 
ing purposes and therefore does not aim to go into too 
thorough scientific detail. It is well interpolated with in- 
teresting cases to explain the main points. 

Too little attention is ordinarily given to the desires of 
the post-graduate student. It is therefore a pleasure to 
recommend this bock to them, to help them to under- 
stand the mass of detail they attempt to digest in a short 
time. 


Diseases of the Skin By Henry H. Hazen, A.B., M.D., 
Professor of Dermatology, Georgetown University and 
Howard University. Octavo; 539 pages; 233 illustra- 
tions, including 4 color plates (Lumiére photographs). 
St. Louis: C. V. Mossy Co., 1915. 


This new text-book occupies a middle ground between 
the compend and the treatise. It is a working manual, 
convenient for quick reference, written for the general 
practitioner. It deals, therefore, chiefly with the com- 
moner skin affections, deliberately omitting the rare ones. 
The descriptions are clear and, as an unusual feature of a 
work of this size on dermatology, it discusses the histo- 
pathology of many of the skin diseases. The photographs, 
most of them original, are excellent. 


Progressive Medicine. Edited by H. A. Hare, Professor 
of Therapeutics, Materia Medica and Diagnosis in the 
Jefferson Medical College, Philadelphia; assisted by 
L. F. AppLeMAN, Instructor in Therapeutics, Jefferson 
Medical College, Philadelphia.’ December 1, 1915. 
Philadelphia and New York: Lea & FeEsicer. 


This number contains the following reviews: Diseases 
of the digestive tract and allied organs, the liver, pan- 
creas and peritoneum, by E. H. Goodman; diseases of the 
kidneys, by J. Harold Austin; genito-urinary diseases, by 
Charles W. Bonney; surgery of the extremities, shock, 
anesthesia, infections, fractures and dislocations and 
tumors, by J. C. Bloodgood; and practical therapeutic 
referndum, by H. R. G. Landis. These reviews are of an 
unusual order of excellence. 


Theory and Practice of Bloodletting, By HErnricH 
STERN, M.D., LL.D., Visiting Physician St. Mark’s 
Hospital, etc, New York. Octavo; 264 pages. New 
York, 1915: Resman Company, 1915. 


Since blood letting has again come into favor as a thera- 
peutic measure, the author has deemed it appropriate to 
collect our entire knowledge concerning this procedure 
into a small volume.. The subject is taken up very thor- 
oughly and in great detail. We doubt whether phlebotomy 
is really of sufficient importance to warrant its being made 
the subject of an entire book for, as is stated by Stern, 
in spite of its occasional usefulness it is by no means the 
panacea which some would have us believe. 

The first portion of the book dealing with the history 
of blood letting will be found of particular interest. Fol- 
lowing this are long chapters on its use in diseases of the 
respiratory tract, circulatory disturbances, uremia, etc. 
A bibliography of about ten pages is appended. 


Diseases of the Nose, Throat and Ear. By Witi1am H. 
Ketson, M.D., B.S., F.R.C.S. (Eng.), Surgeon Lon- 
don Throat Hospital, Golden Square; Hon. Sur- 
geon (In Charge of Throat, Nose and Ear Depart- 
ment), City Dispensary; Lecturer On Diseases of the 
Ear, Polyclinic. Small octavo; 270 pages; illustrated. 
London, 1915: Henry FrowpeE; Hopper aNp StTouGH- 
ton. Price, $3.00. 


This will be found a very useful text book for the gen- 
eral practitioner or the senior student. It is a fairly com- 
plete consideration of the diseases of the nose, throat and 
ear, the aim of the author being to lay especial stress 
on those subjects with which the general practitioner would 
be likely to deal, and only briefly considering those of 
sufficient complexity to call for the skill of a specialist. 
Minor operations and treatment, however. receive verv 
detailed attention. The book is profusely illustrated with, 
excellent diagrams and pictures. 


Cerebro-Spinal Fever. By Tuomas J. Horner, M.D., 
Asst. Physician, St. Bartholomew’s Hospital, Major 
(Temp.) R.A.M.C., Serving with the British Expedi- 
tionary Force. Duodecimo; 179 pages; 17 illustrations. 
Henry Frowpe, Hopper AND STOUGHTON, 
1915. 


During the winter of 1914-15 and the spring of 1915 a 
larger number of cases of epidemic cerebro-spinal menin- 
gitis were seen in England than at any time since the 
disease has been recognized. To meet the desires of the 
practitioners, to many of whom the disease was a novelty, 
this little book has been written. It will be found ex- 
cellent both in subject matter and arrangement. It is 
compact in form, but thorough in the treatment of its sub- 
ject, and can be highly recommended as a treatise on 
epidemic meningitis. 


Manual of Embryology. By A. MELvILLE PATERSON, 
M.D., F.R.C.S., Professor of Anatomy in the Univer- 
Duodecimo; 391 pages; 304 


sity of Liverpool, etc. 
Henry Frowpe and Happer 


illustrations. London: 
AND StouGHTON, 1915. 

An understanding of embryology—human and compara- 

tive—is an essential part of the education of the thoughtful 

physician. A familiarity with the pre-natal processes of 
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development explains many of the abnormalities and clears 
many of the problems that medicine encounters. To ob- 
tain that familiarity succinctly this small manual will be 
found very satisfactory. It is an expansion of the author’s 
lectures to medical students. 


Books Received 


Medical Lectures and Clinical Aphorisms. By SAmvuEL 
Ger, M.D., Fellow of the Royal College of Physicians, 
Honorary Physician to H.R.H., the Prince of Wales, 
Consulting Physician to St. Bartholomew’s Hospital. 
With Recollections by J. WickHAam Lecc. Duodecimo; 
416 pages. London: Oxrorp University Press, 1915. 
Price, $2.00 net. 


A Guide to Gynecology in General Practice. By 
Comyns Berxetey, M.A., M.D., M.C. (Cantab), 
F.R.C.P., London, Obstetric and Gynecological Sur- 
geon to the Middlesex Hospital, and Surgeon-in- 
Charge of the Military Hospital at Clacton-on-Sea, 
Surgeon to the Chelsea Hospital for Women, etc.; 
and Victor Bonney, M.S., M.D., B.Sc., London, 
F.R.C.S., Assistant Obstetric and Gynecological Sur- 
geon to the Middlesex Hospital, Surgeon to the Chel- 
sea Hospital for Women, etc. Octavo; 452 pages; 144 
jllustrations. London: Oxrorp UNIvERsITY Press, 
1915. Price, $6.50. 


Instinct and Intelligence. By N. C. Macnamara, F.R.C. 
S.P. Duodecimo; 222 pages; illustrated. London: 
Oxrorp University Press, 1915. Price, $2.00. 


Bandaging. By A. D. Wuitrtne, M.D., Instructor in Sur- 
gery in the University of Pennsylvania. Duodecimo; 
151 pages; 117 illustrations. Philadelphia and Lon- 
don: W. B. SaunpersS & Company, 1915. Cloth, $1.25, 
net. 


Diseases of the Throat, Nose and Ear. By Wittiam H. 
Ketson, M.D., B.S., F.R.C.S., England, Surgeon, Lon- 
don Throat Hospital, etc.. Duodecimo; 270 pages; 89 
‘illustrations. London: Oxrorp UNIversity Press, 
1915. Price, $3.00. 


Progress in Surgery 


A Résumé of Recent Literature. 


Schrapnell Bullet in the Right Chamber of the Heart, 
Operative Removal, Cure. (Schirapnell Kugel in der 
rechter Herzkammer, Operative Entfernung. Heilung. 
RicHArD FrREUNpD and Cart CASPERSOHN, Muenchener 
Medizinische Wochenschrift, August 31, 1915. 


The patient was a 20-year-old musketeer, who received 
a shrapnell bullet wound while on service in the eastern 
front. The bullet struck him in the region of the left 
lobe of the liver while he was bending forward. He im- 
mediately fell over and had to be carried on a stretcher 
to the emergency hospital. From there, after a stay of 
14 days, he was taken to Hamburg and placed under the 
charge of the authors. He seemed to suffer no special 
distress that might be referred to heart interference. His 
pulse was 72 and regular; there was no dyspnea and 
no cyanosis. The s#-ray examination conducted by AIl- 
bers-Schénberg, Asbeck and Zehbe showed the bullet to 
lodge 7 cm. removed from the anterior chest wall (trans- 
verse exposure with patient on back). Fluoroscopy 


proved the bullet to lodge in the region of the right ven- 
tricle; it followed the motions of the heart in all posi- 
tions and attitudes the patient assumed and showed no 
motion of its own. Deep inspiration caused it to move 
upward somewhat and on expiration it moved downward 
‘and seemed to lodge in the deepest part of the right ven- 


tricle near the septum. As the right ventricular wall 
measures on the average 3-6 mm. in thickness, and the 
schrapnell bullet 13 mm., they were led to the assumption 
that the bullet must have lodged within the right ven- 
tricle proper. This they found actually to be the case 
on operation. The Kocher thoracotomy flap modified by 
Podrez was made, permitting the hand to enter the 
wound, An incision 8 cm. into the pricardium was made 
for the same purpose (the left pleura was separated gent- 
ly and retracted by a gauze compress). The heart was 
held by the left hand and brought forward; the bullet 
was located in the right ventricle. A small incision 
immediately over the same was made, and at the depth 
of 4 mm. the knife came upon metal—the bullet. It 
was dislocated by the blunt end of the knife and ex- 
tracted, whereupon a thick stream of blood escaped. The 
left hand immediately controlled the bleeding and four 
silk sutures were rapidly passed through the opening just 
to the endocardium and the knot tied by an assistant. The 
pericardium was sewn over also by silk stitches (10 in 
number), leaving a small opening at the lower angle for 
drainage, and the chest flap restored in the typical man- 
ner. There was no hemorrhage. The rubber drain was 
removed at the end of three days because it had caused 
an irregular heart action. The bandage was removed on 
the fourth day. Following this the pulse became ir- 
regular again, breathing more difficult and pressure over 
the chest. This it was found was due to an accumula- 
tion of serum within the pericardium, which was relieved 
by reintroducing the drain. Further convalescence was dis- 
turbed only by a suppurative left-sided parotitis which 
required incision drainage, and after four weeks the 
patient was able to leave his bed. After two months he 
was completely well. 


Concerning Anaerobic Sepsis. (Ueber Anaerobensepsis.) 
B. R. PriramM, Muenchener Medizinische Wochen- 
schrift, October 12, 1915. 


Pribram describes a fatal form of general sepsis which 
he ascribes to an anaerobic bacillus containing spores 
which attacks wounded territories of the body following 
shot injuries. His observations were made at the 
battlefield. This anaerobic form of sepsis is charac- 
terized by extensive, brawny induration and emphysema 
by early clotting of the blood and rapid thrombosis of the 
blood vessels. The latter he regards as more characteris- 
tic than the formation of gas. Large incisions into 
the affected parts fail to produce bleeding and the help- 
lessness of the organism to resist the infection is, ac- 
cording to Pribram, due to this failure to bleed. There 
sets in high fever and very urgent dyspnea. This is 
produced by the acid intoxication resulting in turn from 
the formation of carbon dioxide in the circulating blood 
from the anaerobic organism. Just before exitus, the 
temperature becomes subnormal, euphoria is present and 
the pulse sinks rapidly. Occasionally liver atrophy is 
observed and the autopsy reveals foaming blood in the 
right ventricle and gas bubbles in the coronary arteries. 
The most extensive induration of muscles is encoun- 
tered. In scarcely any other surgical condition are we 
so helpless as in this form of anaerobic septicemia. 
Perhaps serology will offer some hope of relief from 
this otherwise fatal form of sepsis. 


X-ray Picture of Gas Phlegmons. (Gasphlegmone im 
Réntgenbild.) B. Déuner, Muenchener Medizinische 
W ochenschrift, September 21, 1915. 


Dohner found, as did Martens and Finkh, dark spots 
in the x-ray picture of gun-shot wounds, indicating the 
presence of gas phlegmons. He cites a case of a soldier 
who received a shot wound in the thigh, in whom, 20 
hours afterwards, the x-ray revealed two dark shadows. 
Operation exposed a deep-seated, foul-smelling gas phleg- 
mon about a hand breadth under the skin and fragments 
of clothing surrounding the bullet close to the femur. 
The wound had shown no alarming evidences, nor was 
the track made by the bullet particularly diseased. The 
patient made a good recovery. In view of the dangerous 
course of gas phlegmons Déhner recommends the use 
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of the +-ray for diagnosis early in every case of shot- 
wound. He urges this is just as important as early anti- 
tetanus vaccination. 


Concerning Shot Injuries of the Abdomen. (Ueber 
Bauchschussverletzungen) SurRGEON GENRAL PRor. Dr. 
KraskE, Muenchener Medizinische Wochenschrift, 
September 28, 1915. 


The’ results of 39 cases of bullet. wounds of the abdomen 
encountered in the course of six weeks are detailed by 
Kraske. His communication is in the form of. a letter 
to a friend in charge of a field sanitary garrison on the 
eastern front. In the main he pleads for. the earliest 
possible operation in every case. A spontaneous cure 
he claims never to have seen. Of the cases he operated 
9 were available during the first 12 hours of their injury; 
2 died and seven were discharged cured. Of the second 
series, i.¢@., the second 12 hours, there were 21 patients, 
of whom 10 died and 11 were discharged cured. In the 


third series of the third 12 hours there were 8 cases, of. 


whom 6 died and 2 were saved. The fourth series con- 
sists of one case, which died. The injuries were chiefly 
multiple, and were lodged in the small intestine 18 times, 
stomach 5 times, caecum and colon ascend, 11 times, 
colon transv. once and colon descend. and flexura sigmoidea 
4 times. In several cases the projectile passed through 
the liver into the lung, injured the pelvis bones, and in 
one instance even shattered the humerus. The openings 
into the gut or stomach varied from a pin point to one 
admitting the finger tip. In the vast majority of the 
cases there was free air fluid and alimentary contents 
in the peritoneal cavity. All wounds were sewn over, care 
being taken to provide against stricture formation. In 
a number of instances resection of portions of the gut 
had to be done. In still another the endangered portion 
was eventrated and was treated at a later stage. When- 
ever possible the abdomen was sewed tight, even in cases 
where the peritoneum was inflamed. Irrigation was prac- 
ticed in every case. Kraske lays much stress on the 
value of this measure. In a number of cases tube and 
gauze drainage to suspicious areas were introduced. His 
general results were 51.3 per cent. cures, which he claims 
is not an unfavorable figure, considering all the circum- 
stances in this class of emergency surgery. 


The Management of Pneumothorax. Occurring as a 
Complication of Nephrectomy. W. C. Quinpy, Bal- 
timore. Journal American Medical Association, De- 
cember 18, 1915. 


Quinby remarks that in cases demanding nephrectomy, 
conditions are often found external to the kidney which 
render it very difficult to avoid unintentional opening of 
the pleural cavity, even’ by experts. It may even occur 
during an operation of the so-called subcapsular type. It 
is most liable to occur when the perirenal tissue has been 
greatly infiltrated with inflammatory products causing ad- 
hesions to the diaphragm, especially on the left side’ where 
the kidney is normally higher. The rent of the diaphragm 
is most apt to occur at the upper angle of the lumbar 
wound by traction either on the retractor or on the kidney 
mass, while endeavoring to deliver the upper pole. A 
rudimentary twelfth rib may also favor the accident, and 
examination of the ribs before the operations, either on 
the patient or by a roentgenogram, is advisable. While 
the pneumothorax caused is usually slight in amount and 
not dangerous unless infected, it may be serious, and this 
depends on the size of the opening. If no adhesions are 
present the lung collapses. But if the hole is smaller than 
the cross section of the trachea it will only collapse slowly 
and the rent will probably have been recognized and closed. 
Where the wound in the pleural sac is so large as to allow 
free action of atmospheric pressure, that is, larger than 
the cross section of the trachea, phenomena may ‘follow 
that endanger life. The air enters rapidly and there is a 
continuous positive pressure on the wounded side, causing 
the mediastinum to bulge forward and from the well side 
with each succeeding respiration and the active lung can- 
not expand sufficiently to meet the demand and dyspnea 
and cyanosis of increasing severity follow. Such con- 
sequences are not very frequent, but Quinby advises in all 


cases the restoration to normal condition as soon-as pos- 
sible. If the lesion is a large one and alarming signs ap- 
pear, a forceps such as used for a sponge carrier or one 
with moderately blunt bite, should be pushed into the chest 
and grasp the collapsed lung. With steady moderate trac- 
tion on this, the mediastinum may be supported and the 
involved lung given a chance to carry on respiration until 
the tear can be sewn small enough to relieve the symp- 
toms. Then the forceps can be removed and the sewing 
finished. A small tear should also be closed as soon as 
discovered, and if there is time enough a bit of fat or 
muscle tissue be tucked over the suture. Before the final 
dressings are applied after removal of the kidney and if 
insufficient ventilation persists the air in the chest should 
be removed by aspiration. This is best done by puncture 
low on the side in the midaxillary line of the thorax. The 
trochar should be slanted to correspond with the arching 
diaphragm and suction be made until a manometer at- 
tached to the aspirator shows a negative pressure of minus 
7 to minus 10 mm. of mercury. This -is important because 
it not only reexpands the lung but may also limit infec- 
tion by confining the germs by the plastic apposition of 
visceral and parietal layers of pleura. 


A Case of Intermittent Ileus Associating Wandering 
Kidney. (Ein Fall von intermittierenden Ileus bei 
Wandernire.) Htcetmann, Miinchener Medizinische 
Wochenschrift, August 17, 1915. 


A patient 45 years of age complained of repeated at- 
tacks of pain on the right side of the abdomen, vomiting 
for several days of bile and gastric contents. Examination 
during the attack would reveal a tumor mass in the neigh- 
borhood of the gall bladder of the size of a fist. Slight 
icterus, which was present each time, confused the diag- 
nosis of a suspected loose kidney. The tumor mass would 
get smaller after the attack. Laparotomy revealed an 
atrophic kidney adherent to.the reduplication of the hepatic 
peritoneum and the horizontal inferior portion of the duo- 
denum. The kidney was removed when the attacks of 
colic and vomiting ceased. Hiigelmann explains the symp- 
toms by assuming that there was a stricture of the ureter 
near the kidney pelvis, caused by its peculiar location, a 
temporary hydronephrosis resulting which in turn com- 
pressed the duodenum. When the kidney was relieved the 
gastric symptoms would also stop. 


The Treatment of Venereal Bubos by the Roentgen- 
Rays. (Behandlung der Venerischen Bubonen mit 
Roénigenstrahlen.) Kurt Katt, Miinchener Medizin- 
ische Wochenschrift, October 19, 1915. 


Kall recommends Roentgen ray application in fresh 
bubo of venereal character and asserts that in the vast 
majority of such cases before suppuration has set in a 
rapid resorption and cure may be obtained. He uses one- 
sixth the thickness of the aluminum filter ordinarily used 
for deep ray therapy, i. e., only one-half millimeters and 
one-half the focal skin distance. After one application of 
10X the bubo is seen to be very much smaller and more 
important still is the disappearance of the pain. After 
two to four treatments complete resorption takes place. 
When fluctuation has set in the Ray application may also 
induce resorption. After abscess formation a small in- 
cision followed by Roentgenization shortens convalescence. 


Gummatous Cervical Adenitis: Its Relation to and 
Mistaken Diagnosis for Tuberculous Cervical 
Adenitis. W. P. Cones, Boston. Boston Medical 
and Surgical Journal, November 18, 1915. 


Cones remarks on the strange rarity of syphilitic cervical 
adenitis, and the difficulty of making a differential diag- 
nosis between tuberculous and syphilitic adenitis. Even 
with the microscope the diagnosis is often difficult. Cones 
reports four cases, in all of which certain data led to the 
suspicion that the glandular swelling might be syphilitic. 
Specific treatment was either of profound benefit or cur- 
ative. Cones concludes: “Cases of cervical adenitis sup- 
posed to be tuberculous, yet not quite characteristic, should 
be regarded as possibly gummatous, and careful study with 
all the means at our command should be made to prove 
or disprove this supposition definitely.” 
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Bladder Tumors in the Young. R.F.O’Netz, Boston. 
a Medical and Surgical Journal, December 9, 
Bladder tumors are rare in the young. Nearly all of 
the reported cases are of the connective tissue type. Epi- 
thelial tumors for all practical purposes do not occur in 
the earlier years. The vast majority of such tumors are 
sarcomata, and are polypoid in type and arranged in clus- 
ters. They start in the mucous or submucous coats of 
the bladder, generally from the trigone. They may be 
single or multiple, usually the latter. They tend to 
recur very rapidly after removal, but do not form metas- 
tasis. They may invade the surrounding structures. 
Difficulty in micturition is usually the first symptom. The 
prognosis is very grave; all the reported cases thus far 
have proven fatal. 

(These tumors resemble in every detail the so-called 
grape sarcomata of the vagina that have been described 
by gynecologists. These sarcomata also are confined ex- 
clusively to children.) 


Urea as a Bactericide, and its Application in Treat- 
ment of Wounds. W. Symmers and T. S. Kirk. 
The Lancet, December 4, 1915. 


Prof. Symmers discovered some years ago that urea 
killed microorganisms in their culture media. Added to 
albuminous material like tuberculous sputum it inhibits 
the growth of practically all the organisms. It also acts 
as a bactericide in the presence of blood. It is therefore 
recommended as a treatment for surgical wounds. Its 
harmlessness has been shown, since it caused no damage 
when sprinkled pure on Thiersch skin grafts, or when one 
and a half drams of powdered urea were placed between 
the fragments of a fracture which was plated and the 
wound closed. 

During the present war excellent results have been ob- 
tained by the use of urea as a disinfectant for wounds, 
the only disadvantage being that it causes some pain. The 
drug is used in the solid form as a dusting powder. It 
is non-toxic. By its use at least half the labor necessi- 
tated by other methods of treatment is saved. Processes 
of repair are not retarded. It should make an excellent 
first-aid dressing. 


The End-Results of Seventy Cases of Renal Tubercu- 
losis Treated by Nephrectomy. E. GranviLLe Cras- 
TREE and HucH Casort, Boston. Surgery, Gynecology 
and Obstetrics, December, 1915. 


Crabtree and Cabot state that young individuals with 
early lesions of the kidney which usually show considerable 
cortical tuberculosis and perinephritis do less well after 
nephrectomy than those of more advanced age in whom, 
however, the disease is often more extensive. The reason 
appears to be the extent of acquired immunity. The prac- 
ticability of artificial immunization of these individuals de- 
mands consideration. Male patients offer more difficult 
problems in treatment than female, and the prognosis is 
less favorable. 

Sixty per cent. of the authors’ cases can be considered 
cured. In ten to fifteen per cent. of the cases the progress 
of the disease will not be checked by nephrectomy. 

Sinus formation does not seem to be influenced by drain- 
age. In undrained wounds sinus development appears late. 


Studies in Gonococcus Vaginitis. Mary E. Trist and 
Joun A. Kotmer, Philadelphia. Archives of Pedia- 
trics, November, 1915. 


This paper is devoted to a discussion of the value of 
vaginal washing in the diagnosis of gonococcus vaginitis. 
The method consists in injecting 2 to 4 drams of 1: 
mercuric chloride in normal salt solution into the vagina 
by means of a sterile eye syringe. The fluid is then 
sucked back into the syringe and squirted into sterile cen- 
trifuge tubes. After centrifuging the sediment is ex- 
amined microscopically after staining by gram. The au- 
thors advocate the use of this method especially in chronic 
cases and in cases under treatment, where it gives a 
much larger percentage of positive findings than when the 
usual method is employed. In subacute and chronic vulvo- 


vaginitis with scanty discharge vaginal washings will dis- 
close gonococci in from 20 to 25 per cent. of cases when 
direct smears are negative, the percentage of positive find- 
ings is increased after irritation of the vaginal mucosa 
with silver nitrate after the method of Norris. The 
absence of gonococci in vaginal washings gives greater 
assurance of the absence of gonococci infection and treat- 
ment guided by these examinations is likely to be more 
thorough, although greatly prolonged. 


Double Episiotomy During Labor. JoHN PuHILuIPs, 
Lonpon. The Lancet, November 27, 1915. 


The author is of the opinion that this operation, which 
consists in nicking the vulvar outlet during labor, is of 
distinct value. He has performed it 156 times. In none 
of the cases did untoward symptoms arise. The indica- 
tions for the operation are as follows: (1) An excep- 
tionally large head. (2) A long and rigid perineum. (3) 
Atresia of the vagina. (4) A threatened central rupture 
of the perineum. (5) An unreduced occipito-posterior 
presentation, where restitution is impossible. (6) In 
breech cases in which the after coming head has to be 
rapidly delivered. (7) A narrow pelvic arch, as in the 
“male” type of pelvis. 


End-Results in 242 Cases of Simple Fracture of the 
Femoral Shaft. Serceant Price Martin, Rochester, 
Gynecology and Obstetrics, Decem- 
er, 


The writer says that in children fractures of the shaft 
of the femur involve mainly the middle third, and ninety 
per cent. of all cases are followed by complete recovery. 
The average period of treatment in bed and with crutches, 
splints and bandages is two to three months. 

In adults, fractures of the shaft of the femur involve 
mainly the middle third. In the absence of shortening 
there may be a lasting weakness of the leg and thigh. 
Permanent disability is as a rule associated with shorten- 
ing, and is to an extent proportionate to the degree of 
shortening. The average time in bed with crutches, splints 
and bandages is eight months. 

Among adult laboring men 90 per cent. never become 
able to perform their regular occupations, while among 
those not of the laboring class the majority are able to 
do so. 

Efforts for obtaining better results in adults should be 
directed to: (a) the employment of more weight in pro- 
curing extension, in the effort to entirely overcome the 
deformity; (b) early resort to open operation if extension 
seems ineffective; (c) the systematic use of massage and 
passive motion continued for months; (d) a longer use 
of crutches than is now customary; (e) education of the 
patient. 


Chauffeur’s Knee. G. F. Borume, Jr., New York. New 
York Medical Journal, December 11, 1915. 


The patient complains of pain in the knee. Flexion 
and extension of the knee (usually the right one) is limited 
and painful, and the patient is cognizant of a grating in 
front of the knee. On each side of the patella there is 
a fluctuating swelling due to'a bursitis of the subtendinous 
bursa lying between the tendinous expansion of the quad- 
riceps and the periosteum of the patella. Boehme ex- 
plains the mechanism of the lesion as follows: In the 
cramped position, flexion and extension of the knee occur 
in shifting the pedals. Treatment consists in rest and wet 
dressings; later passive movements with massage and 
baking. 


Disinfection of Septic Joints. F. J. Corron, Boston. 
ae Medical and Surgical Journal, December 16, 
1915. 


Cotton deprecates the conventional method of treating 
septic joints by extension drainage. His experience with 
this method has been very unsatisfactory. He has evolved 
therefrom the following method which has given him 
nearly always perfect results: The joint is opened; irri- 
gation for fifteen minutes with 1-15000 corrosive subli- 
mate solution; then a water-tight closure of the capsule 
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in such a way as to leave the synovial membrane cut edge 
to cut edge. The external wound is left wide open, or 
nearly so. Cotton has treated about two dozen cases by 
this method, and has obtained a failure but twice. In 
one a fair result was obtained; in the other ankylosis de- 
veloped. Cotton does not attempt to give a definite 
rationale for his method. This method has thus far 
been applied only to joints that have a distensible capsule. 
In closed joints, such as the hip, shoulder, ankle, etc., he 
has not worked out his method. In such joints the 
formalin-glycerin method of Murphy may be employed. 


A Further Study of Bone Grafting. Clarence A. Mc- 
Wutiams, New York. Long Island Medical Journal, 
December, 1915. 


From a study of annual experiments and operations on 
human cases the author draws the following conclusions: 

“1. If the periosteum be excised from over an area of 
bone and a section of bone within this area going into the 
medullary cavity, be removed (not, however, involving the 
whole diameter of the shaft) and the endosteum scraped 
away as well, then it is found that the cavity fills in per- 
fectly with new bone, which of necessity comes from the 
old bone alone. See Fig. II. 

2. If a section of the whole diameter of a bone be re- 
moved, then the bone will regenerate between the ends 
of the fragments, if the whole or a part of the periosteum 
be preserved, bridging the defect. 

3. If a section of the whole diameter of a bone be re- 
moved, very little subsequent filling of this defect by bone 
will take place if the entire periosteum has been removed 
from between the ends of the fragments. See Fig. II. 

4. Provided a graft be living and taken from the same 
patient, its future life depends on an efficient blood-sup- 
ply, irrespective of the periosteum, or whether it is in 
contact with living bone or not. 

5. Every :graft made by the author which was trans- 
planted with some of its covering periosteum lived, except 
one. Thus, of twenty-six transplantations twenty-five, or 
96 per cent. survived. Of the one graft which died, it 
may be said that it was uncertain how much periosteum 
was on it or whether there was any at all. 

6. Of the uncertainty of grafts made without periosteum 
surviving it may be said that of thirty-eight transplanta- 
tions made without periosteum, twenty-one, or 55 per cent.. 
lived while seventeen, or 44 per cent. died. From this we 
argue that since one can never know in advance which 
graft without periosteum will survive it is always wisest 
to transplant grafts with periosteum. 

7. Periosteum when transplanted alone into the soft 
parts may produce living bone. 

8. Contact with living bone is not at all necessary for 
the subsequent life of grafts as has been maintained by 
Murphy. My experiments settle this point. 

9. From a consideration of all the foregoing facts, the 
conclusion seems irresistible that bone grafts of what- 
ever size, if one is to be positively sure of their surviving, 
must be transplanted with as much of their periosteum as 
is possible; otherwise we may expect the grafts to die 
in about one-half the transplantations made without perio- 
steum. 

10. A bone graft should always be obtained from the 
individual who is to be grafted. Otherwise the changed 
serological relations may cause absorption of the graft. 


Animal bone should never be used, nor dead human bone. 


These simply act as unirritating foreign bodies.” 
' 
Finger and Hand Infection Amongst Physicians, an 
Urgent Warning. (Finger und Handinfektion bei 
Aerszten, eine dringende Warnung.) Pror. D. L. Heien- 
BAIN, Muenchener Medizinische Wochenschrift, Octo- 
ber 26, 1915. 


Billroth’s doctrine of rest to the infected part as 
prophylaxis against serious systemic infection has im- 
pressed itself so strongly on the author that after thirty 
years of active surgical work, he has taught and practiced 
the teaching of the master. This consists of putting a 
moist dressing on the wounded finger or hand and letting 
it rest in a sling for 48 hours. No use or activity of 


any kind is permitted. Motion more than anything else 
spreads the infection. A number of illustrative cases are 
cited where medical colleagues suffered severe and in some 
instances fatal outcome because of the failure to obey 
this injunction. Heidenbain himself after a long surgical 
career with many finger punctures encountered during 
operation without resulting infection, finally suffered from 
a serious phlegmon of the hand because he did not or was 
not able to observe this old, well tried maxim taught by 
Billroth, 


An Improvement upon the Gritti Amputation. (Verbes- 
serung der Gritti Amputation.) Pror. Wits, Heidel- 
berg. tars Medizinische Wochenschrift, October 
21, 1915. 


Wilms holds that it is a great advantage to have a 
broad end to a stump in order that there may be an an- 
chorage for the artificial limb. The exarticulation at the 
knee would serve this purpose ideally, but, unfortunately, 
in most instances, the skin flaps cannot be made large 
enough to cover the stump. Wilms modifies the Gritti 
amputation in such a way that instead of sawing through 
the femur above the condyles, the division is made two 
or two-and-a-half cm. below; in this way he obtained 
the breadth in the stump that he desires. In order to be 
able to bring the cut surface of the patella over the flat 
surface of the divided bone, he divides the quadriceps ten- 
don. Wilms suggests various ingenious methods to make 
broad stumps in amputations of other bones. 


Lung Abscess and Bronchiectasis from a Surgical Point 
of View; Certain End-Results of Acute and Chronic 
Empyema. W. Wuittemore, Boston. Boston 
Medical and Surgical Journal, November 25, 1915. 


Whittemore reviews the surgical treatment of bronch- 
ictasis and reports his own experiences. He is inclined 
to be pessimistic and believes that the treatment of 
bronchictasis is still largely medical. The results of 
surgical treatment of lung abscess is more encouraging. 
Of 27 cases operated upon in the Massachusetts General 
Hospital since 1906, the mortality has been 25 per cent. 
He believes that intratracheal ether anesthesia should be 
used. It is much safer to do the operation in two stages, 
and quite necessary when the pleura is not adherent. At 
the first operation, a large skin and muscle flap is made, 
and portions of: three or four ribs are resected; or the 
intercostal muscles are cut away. Two or three sponges 
are then laid against the exposed pleura and the muscle 
flap sutured into place. At the end of three or four days, 
when adhesions have formed, the abscess is opened. 


Rectal Anesthesia in Thyroidectomy. WAtrter Laturop, 
Hazleton, Pa. The Pennsylvania Medical Journal, No- 
vember, 1915. 


Lathrop advocates the use of rectal anesthesia in opera- 
tions about the face and neck. He reports 111 thyroidec- 
tomies in which a modification of Gwathmey’s oil-ether 
method was used with excellent results. 

Forty minutes before operation the following rectal in- 
jection is given: morphine gr. %4, paraldehyde 3ii, ether 
and olive oil aa %i. This is followed by equal parts of 
oil and ether. The author claims that there is much less 
fear than when the inhaling method is used. The pulse 
and respiration remain, as a rule, normal. There is less 
tax on lung and kidney. Operations can be done without 
the knowledge of the patient. There have been no irrita- 
tive rectal symptoms. Post-operative nausea is reduced 
to a minimum, as are gas pains. 


Traumatic Asphyxia. W. W. Livincton, Folkstone, The 
Lancet, October 23, 1915. 


The author describes a very unusual case in a girl, aged 
11 years, who had been knocked down by a motor-bus and 
imprisoned under the guard, which passed from the front 
to the back, with the object of preventing obstacles from 
getting under the rear wheels. On admission to the hos- 
pital the child was conscious, but collapsed. Except for 
a few minor bruises, the striking condition of the face 
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was the important physical finding. The color of the 
face was livid. This was in striking contrast to the con- 
junctivae, which were bright red. The livid color stopped 
abruptly at the line of the clavicles. The buccal mucous 
membrane was darkened, also the tongue, which was 
swollen and protruded just beyond the line of the teeth. 
A detailed examination of the skin showed ‘the discolora- 
tion to be due to innumerable punctiform spots, so closely 
set as to appear continuous, and not to any macroscopic 
extravasation of blood. On firm pressure the color faded 
somewhat, but did not disappear. Respiration was rapid 
and shallow, and a certain amount of air hunger was 
present. On the second day the color had spread a little, 
the affected area was swollen and the color deeper. Grad- 
ually during two weeks the condition completely resolved. 

A very few somewhat similar cases have been reported. 


The Importance of the Faucial Tonsil as a Portal of 
Entry in Tuberculous Cervical Adenitis. B. C. 
Wuuis. RicHmMonp, Va. Southern Medical Journal, 
December, 1915. 


In a series of 29 cases of tuberculous cervical adenitis, 
86 per cent. showed involvement of the tonsil. The tonsil 
need not appear abnormal macroscopically, for such ton- 
sils may still show microscopic tubercles. The tonsil and 
adenoids should be suspected as atria in all cases of tu- 
berculous cervical adenitis, except in those cases that have 
other demonstrable lesions about the head and neck. Early 
removal of a tuberculous tonsil frequently induces absorp- 
tion of glandular involvement, and prevents or reduces 
the frequency of further systemic infection. Tonsillec- 
tomy is the operation of necessity. Necrotic glands 
should be drained. The best after-treatment should be 
carried out. 2 
The Treatment of Empyema by Means of Tubes. 

(Empyembehandlung mittels Kaniile.) Otto Rivet, 
— Medizinische Wochenscrift, August 17, 


Riidel claims that a silver canula placed in the intercostal 
spaces through the pleura may easily substitute rib resec- 
tion for the drainage of pleural exudates. He punctures 
the pleural cavity first, then after a week or so, depending 
upon the course of the disease, under local anaesthesia 
he inserts a silver canula 10 cm. wide, 5 millimeters thick 
and 5 cm. long parallel to the ribs in the mid intercostal 
space. The canula is fastened by adhesive. plaster and 
injection of alcohol and balsam peru in 2 to 3 ccm. quan- 
tities at intervals complete the healing. 


The Appendix. CuHester Curtis WALLER, Lyndonville, 
Vt., and Lewis Grecory Cote, New York. Surgery, 
Gynecology and Obstetrics, December, 1915. 


The authors from a thorough fluoroscopic study of the 
appendix in children find that it is a specialized part of 
the cecum, and believe its relation, functionally, with the 
structures of the ileocecal region of no less importance. 
They have demonstrated within its musculature a definite 
sphincteric and peristalic function as observed both clinic- 
ally and fluoroscopically. It is likewise apparent that in 
the normal appendix fecal matter is retained during quies- 
cence of the cecum and adjacent viscera; i. e., from one 
period of digestion to another, and thus, inferentially, that 


these retained “fecal molds” (not long-retained, dried-out, | 


or inspissated) may or do become, incidentally or purpose- 
fully, a culture medium providing puncnigiioally fresh bac- 
teria for colonic digestion; in brief, that the appendix is 
a normal physiological “culture tube.” 

These children show a life history, in whole or part, as 
follows: Cross, peevish and colicky babies; later, gastric 
and gastro-intestinal disturbances, facial pallor, especially 
about the nose and mouth; esophageal, gastric and duode- 
nal: spasm, “belly and side-aches, bilious attacks, fever 
spells,” nausea, sometimes vomiting, in fact all the typical 
evidences of the laity, attributable to “worms,” nervous 
manifestations, frequently convulsions, unhealthy general 
appearance, acne, erythema, and other cutaneous sugges- 
tions of “autointoxication,” all of which are of clinical 
significance, regardless of local pain or tenderness. 


The Réle of Oxyuris Vermicularis in the Etiology of 
Appendicitis and Allied Pathological Conditions. 
KWANNOSUKE Suzuki. Surgery, Gynecology and Ob- 
stetrics, December, 1915. 

The author says that in an appendix the oxyures may 
be harbored, not only in the lumen, but also in the mucosa 
and submucosa; this may occur without producing any 


clinical symptoms or any noteworthy anatomical changes. 


We sometimes encounter a case in which an appendix in- 
fected with oxyures is inflamed through a totally different 


agent. For this reason the origin of an appendicitis can- 


not be attributed to the worms, even though these para- 
sites are found in an inflamed appendix. 

_ Suzuki was able to ascertain that a true inflammation 
is provoked by the parasites when the latter have pene- 
trated the wall of the appendix in large numbers, and 
that the traumatically formed fissure in the tissue is for 
a protracted period of time in connection with the lumen, 
thus offering the infecting agent a portal of entry. This 
type of the disease offers distinct histological data, for 
which. reason it has been designated “appendicitis 
oxyurica.” 


Chordoma, With the Report of a Malignant Case from 
the Sacrococcygeal Region. Henry ALsert, Iowa 
ar Surgery, Gynecology and Obstetrics, December, 


The author says that chordomata are tumors of interest 
because of their rarity and their origin from notochordal 
tissue; they are also of importance because of the clinical 
symptoms which they produce. Nodules of notochordal 
tissue, not exceeding a pea in size, are found in about two 
per cent. of all autopsies (Ribbert). These do not pro- 
duce clinical symptoms and:are not to be regarded as true 
neoplasms. 

In two of the cases reported, the tumors appeared to be 
entirely independent of the. vertebral column or base of 
the skull, suggesting their origin from rests of notochordal 
tissue displaced during the time of fetal development. 


Open-Air Treatment in Surgery. J. W. Marxor, New 
York. The Journal-Lancet, December 1, 1915. 

Markoe briefly reviews some of the literature which has 
grown up on the subject of open-air treatment and ex- 
posure to sun-light. Following the pioneer work of Rol- 
lier, who advocated exposure to the direct rays of the sun 
in cases of borie and joint tuberculosis, others have pro- 
posed treatment various surgical conditions by the same 
means. Thus in the present war the wounded who have 
been treated in open-air field hospitals seem to have 
done better than those treated in closed wards. 

Markoe gives the results of the application of open-air 
treatment to septic cases in the Lying-In Hospital in New 
York City. He shows that those women who were kept 
out on the roof of the hospital during their illness im- 
proved in a much greater number of cases than women 
with the same complaints not so treated. Thus, of the 
indoor patients there was 100 per cent. mortality in the 
21 cases that were in the hospital more than five days, 
while on the other hand, there were 22 recoveries of the 
35 treated on the roof more than five days. 


The Technic of Neurolysis. (Uber die Technik der 
Neurolyse.) A. Storret, Mannheim, Deutsche Medi- 
sinische Wochenschrift, October 14, 1915. 

In the present war, Stoffel has had abundant oppor- 
tunity to see practical or complete paralysis due to in- 
juries of nerves. At operation, the nerve is usually found 
continuous, but at the seat of the injury there is a smaller 
or larger bulbous scar. Stoffel’s method is the follow- 
ing: First, the thickened perineurium is dissected away. 
Then with much patience each individual nerve bundle 
is dissected out of the scar tissue. The dissection obvi- 
ously beginning at the healthy end. Very delicate instru- 
ments and manipulation are necessary. The scar tissue in 
the interstices is dissected away. When this dissection 
is complete, the nerve is surrounded by a_formalin- 
hardened artery of a calf and sewed in place. - With this 
technic the results have been truly brilliant, as compared 
to those obtained by former methods. 
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